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Abstract 
This intervention is an evidence based, change of practice, quality improvement project that 
evaluates achievement of the six Quality and Safety Education for Nurses (QSEN) competencies 
of new registered nurse graduates. No intervention with a similar focus was found in an 
extensive review of the literature. The participants included 16 new graduate registered nurse 
hires enrolled in a new graduate RN residency program at Tucson Medical Center located in 
southern Arizona. The Nursing Quality and Safety Self Inventory© (NQSSI©) was used to 
identify practice gaps perceived by the new RN graduates related to the six QSEN competencies. 
Once QSEN gaps were identified, the knowledge, attitudes and skills where the greatest gaps 
existed were analyzed. The emphasis of this project were two QSEN competency gaps that have 
a significant impact on nursing quality and safe practice; evidence based practice and quality 
improvement.  Evidence based teaching/learning strategies were developed and implemented. A 
resurvey of the participants was accomplished using the same NQSSI© survey tool as with the 
initial survey. Data revealed the new graduate RN scores improved by the largest percentage in 
those QSEN competencies where the evidence based teaching/learning interventions had been 
focused.  Even though a small sample size was involved, the results indicate that the attainment 
of QSEN core competencies by new graduate RNs can be accelerated with targeted intervention 
and ultimately improve new graduate RN competence and confidence, job satisfaction, retention, 
and patient safety and quality patient care. 
 
Key Words: Quality and Safety Education for Nurses, quality improvement, nurse 
residency programs, theory-practice gaps, competency 
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Narrowing the QSEN Competency Gap in New Graduate Registered Nurses 
In this section, the motivation behind the project, evidentiary constructs as well as the 
theoretical foundation will be discussed. Portions of this section include background knowledge, 
the local problem, intended improvement/purpose of change, review of the evidence and the 
conceptual/theoretical framework.  
The Institute of Medicine (IOM) has published a series of major reports emphasizing the 
need for a comprehensive approach to healthcare reform, including changes in healthcare 
professions education. The work of the IOM has significant implications for nursing education 
and practice. A direct connection can be made between the IOM’s recommendations to improve 
healthcare and the American Nurses Association’s (ANA) Guide to the Code of Ethics for 
Nurses: Interpretation and Application (ANA, 2010a),  Nursing’s Social Policy Statement: The 
Essence of the Profession (ANA 2010b) and Nursing: Scope and Standards of Practice (ANA, 
2010c). Uniting the nursing profession’s code of ethics and standards with the IOM’s 
recommendations for inculcating quality improvement into the nation’s healthcare system, and 
the core competencies required for that improvement, provides a solid foundation on which to 
develop nursing professionals (Finkelman & Kenner, 2012). The nursing profession has the 
capacity and potential to make far-reaching contributions to the redesign and improvement of 
care processes across the healthcare delivery continuum.  
This project was an evidence based, change of practice, quality improvement project that 
evaluated achievement of the six Quality and Safety Education for Nurses (QSEN) competencies 
of new graduate registered nurses. The intervention was conducted from April 8, 2014 through 
August 13, 2014. The study group included 16 newly hired graduate registered nurses enrolled in 
a new graduate RN residency program at a Tucson Medical Center (TMC). TMC is a large 
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medical center in located in southern Arizona. The Nursing Quality and Safety Self Inventory© 
(NQSSI©) was used to identify areas of practice gaps perceived by the new graduate RNs related 
to the six QSEN competencies. Within each of the QSEN competencies, the NQSSI© contains an 
item to assess the knowledge, skills and attitude (KSA) aspects of that competency. 
Once QSEN gaps were identified, the knowledge, skills and attitudes where the greatest 
gaps existed were analyzed. The emphasis of this intervention were two QSEN competency gaps 
that have a significant impact on nursing quality and safe practice; quality improvement (QI) and 
evidence based practice.  
The project focuses on (a) examining all relevant literature related to QSEN and theory-
practice gaps, (b) using Malcolm Knowles’ “Adult Learning Theory” and Patricia Benner’s   
“Novice to Expert” theory to provide the structure to guide the teaching-learning process for 
learner remediation, (c) developing evidenced-based solutions for closing the gaps, (d) revising 
TMC’s current new graduate RN residency program to incorporate new evidenced-based 
teaching/learning strategies aimed at narrowing the identified QSEN gaps and (e) evaluating the 
efficacy of the revised new graduate RN residency program. This project uses the PDSA test 
retest method for quality improvement. 
Background Knowledge 
New graduate registered nurses (RNs) are the primary employment resource for acute 
care hospitals. Hospitals employ approximately 83% of recently graduated nurses. Regrettably, 
more than 50% of those graduates surveyed responded that they had changed employment or 
planned to leave their current position within three years (U. S. Department of Health and 
Human Services, 2010). A recent survey conducted by the National Council of State Boards of 
Nursing (NCSBN), found that 56% of nurses work in hospitals. The study also concluded that 
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79% of RNs younger than age 30 worked in hospitals. This percentage declined with age, where 
46% of RNs 55 and older work in hospitals (Budden, Zhong, Moulton and Cimiotti,  2013). 
Despite the preparation they receive during their nursing education, new RN graduates 
often find the work environment challenging. They are faced with transitioning from a student 
nurse to a newly licensed nurse with high performance expectations and an increased level of 
accountability. This, coupled with caring for high acuity patients with complex needs and the 
exponential growth of technology, has led many new graduates to feel unprepared for the role of 
a novice professional nurse. There are limits to the knowledge about improving QSEN core 
competencies in new graduate RNs because little research has been conducted about the cause 
and effect of interventions aimed at accelerating the attainment of these competencies. 
One of the primary objectives of nurse administrators is to develop new graduate RN 
residency programs that increase nurse satisfaction and retention, enhance work readiness and 
improve patient outcomes while limiting the cost of the program. Nurse leaders seek to find the 
most efficient, high-quality yet cost-effective transition support programs available. New 
graduate RN residency programs should not be considered a cost, but rather an investment in the 
future of the organization (Trepanier, Early, Ulrich and Cherry, 2012). 
 The setting for this project was a large, locally governed, non-profit medical center 
located in southern Arizona, but the care problem which this intervention addresses could occur 
at any healthcare organization that hires new graduate RNs. TMC employs 1,200 RNs and hires 
approximately 50-60 new graduate RNs per year. These new graduates are products of Associate 
Degree Nursing (ADN) programs as well as Bachelor of Science in Nursing (BSN) programs. 
Most new graduate hires come from within the state. Registered nurses are the largest group of 
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healthcare professionals. RNs spend the most direct time with the patients, thus their role in 
producing positive health outcomes is critical.   
Initiatives by the IOM provided guidelines and direction for improvement in the quality 
of healthcare and the education of healthcare professionals in order to improve overall patient 
care and safety. As a result of the IOM (2003) report, Health Professions Education: A Bridge to 
Quality, the Robert Wood Johnson Foundation (RWJF) funded a Quality and Safety Education 
for Nurses (QSEN) initiative. This initiative identified six core quality and safety competencies 
essential for nursing practice: patient-centered care, teamwork and collaboration, evidence based 
practice, quality improvement, safety and informatics. According to Smith, Cronenwett and 
Sherwood (2007), the six QSEN competencies were developed broadly so as to be foundational 
for educational programs, licensure and certification for all registered nurses. The Arizona State 
Board of Nursing Nurse Practice Act (2014) requires pre-licensure educational institution 
curricula to include didactic and supervised clinical experiences that address the six QSEN 
competencies. Recommendations from the IOM reports (1999, 2001, 2003) and the QSEN 
Initiative are incorporated in TMC’s Mission, Vision and Values  and Nursing Strategic Plan 
2014-2016 (see Appendices A and B). 
In 2012, the Arizona Action Coalition Education-Practice Collaborative, composed of 
nurse educators, clinical practice nurses, and other stakeholders throughout Arizona was formed. 
It includes members from TMC as well as the educational institutions that produce nurses that 
TMC was hiring. Evidence of TMC’s knowledge of the Arizona Action Coalition's initiatives 
and the IOM’s call for transforming nursing education is found in the organization’s 2012 
creation of a new graduate RN residency program to assist new graduates’ transition into nursing 
practice. 
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The advantage to the local setting was that the project manager and the institution’s 
administration had open dialogue and had worked closely together for the previous seven years 
addressing numerous educational and practice issues. This collaborative relationship facilitated 
DNP Comprehensive Project approval, support and execution at TMC. 
Local Problem 
New graduate RN residency programs that address the new graduates’ transition into 
practice vary widely from institution to institution. Many of these programs have been developed 
internally over a period of years, while other organizations utilize expensive, industry-developed 
new graduate RN residency programs. After review of the acute care facilities’ new graduate RN 
residency programs in southern Arizona, there were no facilities that evaluated the new graduate 
RN hire to determine the achievement level of the six QSEN competencies.  
TMC, as with most healthcare organizations, faces its stiffest challenges from tight 
hospital budgets, limited resources, the necessity to reduce costs and the demand for improved 
patient outcomes. Over the past three years (2011- 2013), TMC experienced an average of 3,600 
Patient Safety Events reported by RNs per year (G. O’Neill, personal communication, September 
17, 2014). A Patient Safety Event is defined by the organization as an event or circumstance that 
is not in keeping with the routine, normal operations of the hospital, or routine patient care which 
results in a loss or damage to property, or personal injury. Patient Safety Events are untoward, 
undesirable and usually unanticipated events. While these events range in severity and the level 
of internal investigation they receive, every event has a resource impact on the hospital and 
patient care. Evidence supports that effective transition-to-practice programs can lower the 
incidence of practice errors and enhance positive patient outcomes (Elfering, Semmer and 
Grebner, 2006; NCSBN, 2007) With the passage of the Patient Protection and Affordable Care 
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Act (2010), healthcare organizations are under continuous scrutiny and evaluation to improve the 
quality of patient care, reduce readmissions and increase operating efficiencies.  
Today’s healthcare environment is complex and demands that the registered nurse be 
competent, confident, think critically and deliver safe care when caring for patients and families 
in multiple care settings. Pre-licensure nursing education alone cannot meet the requirements of 
the newly licensed nurse as they transition into the professional role. An assumption of the 
American Organization of Nurse Executives (AONE), Guiding Principles For the Newly 
Licensed Nurse’s Transition Into Practice (2010) states “an expected gap exists between 
knowledge, skills and perceptions of the newly licensed nurse and those required of a competent 
registered nurse” (p. 1). The AONE goes on to recommend that “A structured transition into 
practice occur in all settings and for all levels of academic preparation. A continuous focus on 
evidence-based techniques and outcomes that foster patient safety and quality is evident 
throughout the transition process” (p. 2). It is the responsibility of the nursing profession, along 
with healthcare organizations, to develop a learning and supportive environment that will place 
the new graduate RN in a position for success.  
Healthcare facilities that hire new graduate RNs cannot afford to neglect the QSEN 
competencies and the role the organization plays in enhancing those essential competencies to 
ensure successful transition into practice. Attrition of dissatisfied registered nurses can have a 
considerable financial impact on an organization. According to the Arizona Nurses Association 
(2009), the cost of hiring and orienting a new graduate nurse is estimated to be between $42,000 
and $64,000. The Associate Administrator of Clinical Practice at TMC stated that the cost of 
replacing an RN is $85,000.00, which includes recruitment, marketing and a 12-month new 
graduate residency program (P. MacMacken, personal communication, September 10, 2014). 
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Identifying QSEN practice gaps in new graduate RN hires and modifying nurse residency 
programs to address these gaps will prepare new nurses with the knowledge, skills and attitudes 
to continuously improve the quality and safety of the healthcare systems in which they work. 
A new graduate hire can more quickly assimilate into the full role of the professional 
registered nurse if during their new graduate RN residency program they are afforded 
opportunities to internalize the knowledge, skills and attitudes of the QSEN competencies. Well 
planned, specific new graduate RN residency program revisions that are grounded in evidence 
may effectively narrow the identified QSEN practice gaps. The risks associated with allowing 
these practice gaps to persist could jeopardize patient safety and facility reputation, increase 
hospital costs, cause the facility to incur expensive reimbursement sanctions and result in 
increased attrition of new graduate RN employees. 
Intended Improvement/Purpose of Change  
 It is internationally recognized that evidence based practice (EBP) is the key to delivering 
the highest quality of healthcare and ensuring the best patient outcomes. EBP is a problem-
solving approach to clinical practice that integrates the conscientious use of best practice in 
combination with a clinician’s expertise, as well as patient preferences and values, to make 
decisions about the type of care that is provided (Melnyk & Fineout-Overholt, 2011). 
The first step in the search for best evidence for this project was to establish the following  
PICOT question: 
 Population         = New graduate RNs enrolled in a new graduate RN residency program. 
 Issue of Interest = Using evidence based teaching/learning strategies to enhance QSEN  
                                          competencies.   
 Comparison       = No comparison.  
            Intervention  
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Outcome            = Increased new graduate RN competence and confidence → improved  
patient outcomes and increased new graduate RN retention (staying 
more than 1 year after hire).  
             Time                 = After 6 months of interventions, it will be determined if QSEN  
         competencies were improved. Nurse retention and improved patient  
         outcomes will take an additional 1-5 years to measure desired  
                                          outcomes. 
AIM statement. 
This quality improvement test of change project will redesign TMC’s current new 
graduate RN residency program to target and remediate identified QSEN competency 
deficiencies in new graduate RN hires. The ultimate goal is to facilitate new graduate registered 
nurses’ assimilation into the professional nursing role at TMC through the elimination of 
identified QSEN competency gaps in order to reduce new nurse attrition, costly practice errors 
and poor patient satisfaction. This goal will be accomplished by raising NQSSI© mean scores of 
QSEN competencies from the pre-intervention levels through focused, evidence based 
teaching/learning strategies. It is expected that improvement of NQSSI© scores will occur within 
the first 6 months of the new hire RNs entering TMC’s new graduate RN residency program. 
TMC will know if it has achieved improvement by monitoring the following measure within its 
population of new graduate RNs: 
- At the six month point of the new graduate RN residency program, achieve at least a 
  10% improvement in NQSSI© resurvey mean scores (post intervention) above the initial 
  NQSSI© survey scores in the targeted QSEN competencies.  
- At the six month point of the new graduate RN residency program, achieve at least a 
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 10% improvement in NQSSI© mean scores (post-intervention) above the initial NQSSI©   
 survey scores in the individual knowledge and skills items of the targeted QSEN    
 competencies. 
Review of the Evidence 
 While recent investigations of best practices to transition new graduate RNs into their 
professional practice roles have been published, research studies that measured and analyzed the 
achievement of QSEN competencies in new graduate RNs were not found in the literature. 
Available evidence to support the project was found in the literature that examined 
institutional/professional recognition of a lack of new graduate readiness, the need for redesign 
of health education programs to narrow education-practice gaps, the development of QSEN 
competencies, factors that affect pre-licensure attainment of nursing competencies, best practices 
for supporting new graduate nurses and the institutional benefits of effective new graduate 
residency programs (see Appendix C).   
Discussion is on-going about the readiness of new graduates for practice, notwithstanding 
noteworthy advancements in the pre-licensure preparation for nurses (Wolff, Regan, Pesut and 
Black, 2010). The healthcare environment today is complex and requires nurses to think 
critically, work collaboratively, be technologically astute and practice effectively and efficiently. 
Pre-licensure education alone cannot meet the demands for the new graduate RN to be competent 
and confident as they transition into the role of the professional nurse. It then follows that the 
nursing profession and the organization must put strategies into practice that establish a 
continuing educational structure and an environment conducive to professional growth for the 
new graduate (AONE, 2010). New graduate RNs are entering the workforce and finding that 
NARROWING THE QSEN COMPETENCY GAP 15 
  
they have neither the competence nor confidence to safely deliver patient care in a high-acuity, 
fast-paced environment (Duchscher, 2008; Romyn et al., 2009).  
According to Benner, Sutphen, Leonard and Day (2010), a significant gap exists between 
today’s nursing practice and the education for that practice. A major concern expressed by 
healthcare facilities regarding recruitment and retention has been new graduate nurses’ transition 
into practice. Evidence of theory-practice gaps has been cited as a recurring issue (Maben, Latter 
and Clark, 2006). According to research conducted by the Nursing Executive Center (2008), 
nearly 90% of academic leaders expressed full confidence in their graduates’ ability to provide 
safe and effective care compared to just 10% satisfaction by hospital and health system nurse 
executives. Studies of practice competence show that a marked and problematic developmental 
lag exists between being a nursing student and entering the workplace as a safe and competent 
nurse (Wolff, Pesut & Regan, 2010). This developmental lag can result in a high rate of new 
nurse attrition, practice errors and poor patient satisfaction. Attrition of dissatisfied registered 
nurses can have a considerable financial impact on an organization. Studies have found that new 
graduate RNs are more likely to leave their jobs than experienced nurses and between 13% to 
75% of newly licensed RNs had changed principal jobs after one year (Kovner et al., 2007; 
Trepanier et al., 2012; Welding, 2011). TMC in southern Arizona currently has an 11% turnover 
rate of new RN hires (P. MacMacken, personal communication, September 10, 2014). The 
hospital instituted a new graduate RN residency program in 2012. 
Recognition of education-practice gaps demands that there be a redesign of health 
education programs with the goal of eliminating these gaps. High new graduate RN turnover 
rates and the ineffective process of assimilating newly licensed RNs into practice are cited in two 
nationally recognized studies calling for institutional change.  In a study done by the Carnegie 
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Foundation for the Advancement of Teaching, a complete revision of nursing curriculum that 
addresses professional readiness of new graduate RNs is prescribed (Benner et al., 2010). In that 
same year, The Institute of Medicine (2010), recommended that nursing education, practice and 
programs that assimilate new graduate RNs into practice be fundamentally revised. The focus of 
this author’s project was specifically on the redesign of a current new graduate RN residency 
program at a large acute care facility; it did not address possible revision to pre-licensure 
educational programs. 
Recent studies have shown that the cost of teaching and orienting a new graduate nurse to 
be competent in one year is estimated to be between $42,000 and $97,000 (Arizona Nurses 
Association, 2009; Arnold, 2012; Pittman, Herrera, Bass and Thompson, 2013). The 
consequence of practice errors can be multi-million dollar lawsuits, economic sanctions from the 
Centers for Medicare and Medicaid Services (CMS) and loss of hospital reputation. According to 
Landrigan, Parry, Bones, Goldman, and Sharek (2010), preventable medication errors cost the 
U.S. approximately $17 billion each year. With the implementation of the Patient Protection and 
Affordable Care Act of 2010, patient satisfaction became a metric for measuring hospital quality 
performance. An outcome of poor patient satisfaction could be a significant funding loss. The 
Institute of Medicine (2003) report on errors and system failures has called for formalized quality 
improvement and safety education within all healthcare disciplines. Since 2005, healthcare 
organizations that receive federal funding are now required to publically report patient outcome 
metrics that measure quality of care performance (Agency for Healthcare Research and Quality, 
2012). Given the national concern about shortcomings of the healthcare systems in the U.S., 
some methods and metrics were needed to quantify these shortcomings and in so doing, offer a 
way to alleviate them. 
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Over a 5-year period the Institute of Medicine (IOM) released four seminal reports that 
have become defining publications for developing and improving healthcare systems and the 
healthcare professional for the 21st century. The IOM (1999) released a report titled, To Err is 
Human: Building a Safer Health System. This report was the first to present evidence on the 
depth and breadth of quality and safety issues in hospitals across the nation. Two years later the 
IOM (2001) published another report titled, Crossing the Quality Chasm: A New Health System 
for the 21st Century. This report called for sweeping reform of the American healthcare system to 
assure that patient care is safe, timely, effective, efficient, equitable and patient-centered.  The 
IOM (2003) released a third report titled, Health Professions Education: A Bridge to Quality. In 
this report, education was deemed the bridge to quality. Five competencies were identified as 
essential for healthcare professionals: patient-centered care, teamwork and collaboration, 
evidence based practice, quality improvement (and safety) and informatics. Two years later, the 
IOM (2004) published, Keeping Patients Safe: Transforming the Work Environment of Nurses. 
This report linked patient safety to nurses and their work environment. The findings clearly 
establish the connection between the nurses’ role in patient care quality and safety. A repeated 
theme in the IOM reports is an emphasis on the need for improved instruction of healthcare 
professionals related to safety and quality improvement (Barton, Armstrong, Preheim, Gelmon, 
and Andrus, 2009). 
Following the release of the 2003 IOM report, the Robert Wood Johnson Foundation 
(RWJF) funded a grant in 2005 that established the Quality and Safety Education for Nurses 
(QSEN) initiative. The initiative was launched to “put meat” on the skeleton of the competency 
definitions outlined in the 2003 IOM report and to bridge the gap between formal nursing 
education and practice roles and responsibilities expected of nurses in the workforce (Cronenwett 
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et al., 2007). The KSAs outlined in the QSEN initiative included the competency definitions of 
patient-centered care, teamwork and collaboration, evidence based practice, quality 
improvement, safety and informatics (QSEN Institute, Pre-Licensure KSAs, 2014). These six 
competencies should be fundamental and integrated into formal, pre-licensure education 
(Cronenwett et al., 2007). 
Results of the QSEN initiative stimulated changes in educational standards and have been 
integrated with national credentialing standards for advanced practice nurses. The project 
outcomes are responsible for revisions in formal nursing education and practice settings and have 
contributed to focusing nurses’ efforts to improve patient care (Sherwood, 2011). The QSEN 
competencies are recognized nationally as a standard for safe nursing care by educational 
institutions, nursing practice, state regulatory boards and national accrediting agencies. For this 
reason, the author chose the QSEN competencies and their related KSAs for the TMC project. 
Though QSEN competencies have been well documented in nursing education and 
nursing practice literature since 2007, there are many factors that affect new graduate RN 
attainment of these six essential competencies. A survey of 595 graduating students reported that 
quality and safety knowledge and skills were included in their nursing curriculum, although there 
were marked differences in their level of coverage (Sherwood, 2011). A national Delphi with 18 
participants was conducted to determine whether there was consensus on the developmental 
progression of the QSEN KSAs within the curriculum. The participants validated the need for 
the development of curricular threads to guide students’ sequential attainment of the QSEN 
competencies (Barton et al., 2009). Other studies found gaps between faculty beliefs and current 
practice regarding the inclusion of QSEN competencies in nursing curricula (Sullivan, Hirst and 
Cronenwett, 2009).  A New York study by Pollard et al. (2014) revealed that faculty expertise in 
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the areas of informatics, quality improvement and evidence based practice was limited. 
According to Ironside (2009), the majority of faculty are in agreement on the critical need to 
include QSEN competencies in nursing education, but revising complex nursing curriculum can 
be over-whelming and labor intensive. These widespread faculty perspectives and a lack of  
standardized pre-licensure curricula that integrate and stress the QSEN competencies throughout 
the program predispose the new graduate RN to arrive unprepared to perform at a safe and 
competent level. 
Turning from the concerns about the QSEN competency deficiencies that have been 
attributed to formal pre-licensure nursing education, the literature identifies strategies, in the 
form of new graduate residency programs, to remediate and strengthen nursing core 
competencies. These strategies result in measurable benefits to patients, the new graduates and 
the healthcare organization.  
There are numerous new graduate RN orientation programs that vary widely in their 
duration, focus and depth. Bevelacque (2012) summarized the difference between the traditional 
8-16 week programs and the 12-18 month residency programs. Traditional nurse orientation 
programs focus on the speed of transition, not the quality, and are constrained by cost. The new 
graduate residency programs emphasize improving work readiness and nurse confidence by 
presenting evidence based didactic content with case studies, peer support opportunities, 
mentored clinical immersion and long-term organizational support (Kowalski & Cross, 2010; 
Rush, Adamack, Gordon, Lilly and Janke, 2012).  
In a study done by the Carnegie Foundation for the Advancement of Teaching, the 
authors recommend a 12-month residency program that targets a single area of clinical 
specialization for the purpose of developing a profound knowledge in that area ( Benner et al., 
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2010). Furthermore, the IOM (2010) report titled, The Future of Nursing: Leading Change, 
Advancing Health recommended the widespread adoption of nurse residency programs. NCSBN 
has authored an evidenced based Transition to Practice Model. The goal of this program is to 
promote patient safety by supporting newly licensed nurses during their critical entry period and 
progression into practice (NCSBN, 2008). The NCSBN expressed the hope that the Transition to 
Practice Model becomes a regulatory requirement nationwide.  
 In the review of literature, there is preponderance of studies that promote a 12-month 
new graduate residency programs that include a comprehensive support system for the new 
nurse. According to a 2011 study conducted by Pittman et al. (2013), only 36.9% of the 214 
participating hospitals offered residency programs. Healthcare organizations are challenged to 
develop an effective, efficient new graduate residency programs that maximize the new nurses’ 
potential while improving the safety and quality of patient care. Although nurse residency 
programs are admittedly expensive, there are many benefits for the patients, new nurses and the 
organization.  
Evidence shows that when nurses lack familiarity with their patients, there is an increased 
incidence of errors or near misses (NCSBN, 2009). Conversely, well-developed transition 
programs reduce practice errors and enhance patient outcomes (Elfering et al., 2006; NCSBN, 
2007). 
The benefit of new graduate residency programs to the new nurse is a marked increase in 
competence, confidence and retention which will lead to increased quality of patient care (Park 
& Jones, 2010; Trepanier et al., 2012; Ulrich et al., 2010). According to Phillips, Kenny, 
Esterman and Smith (2013), a new graduate residency program enhances job satisfaction and is a 
positive method for addressing the inevitable stresses of role transition.  
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The benefits of offering a new graduate residency program to the healthcare organization 
involve patient safety and cost containment. The current healthcare reform in the U.S. is centered 
on improving patient outcomes. Healthcare errors cost the system between $17B and $29B each 
year (Sherwood & Barnsteiner, 2012). As mentioned earlier, the cost to the organization when a 
new nurse leaves can reach up to $97,000 per nurse. In a study conducted by Trepanier et al. 
(2012), a new graduate residency program was associated with a decrease in 12-month turnover 
rate from 38.1% to 6.4%. Organizations that have new graduate residency programs have higher 
new graduate nurse retention and recruitment.  
Concepts/Theoretical Framework 
 Teaching and learning are dynamic and complex processes. In the nursing profession 
there has been a paradigm shift away from the emphasis on teacher and teaching to learner and 
learning. Bevis (1989) defined teaching as an art and science in which the content is structured 
and the processes used enable student learning. Learning is considered a relatively permanent 
change in a person that has been caused by experience (Slavin, 1988). Learning occurs when an 
individual’s behavior, knowledge and attitudes change as a result of experiences. In the learning 
paradigm, the teaching-learning process is a personal interactive relationship that extends beyond 
the subject matter (Billings & Halstead, 2009). The roles of the teacher are that of facilitator, 
guide, coach and mentor working in partnership with the students. 
The reason for the change in the role of the educator is a change in the majority of 
students of today. A great deal of research describes the phenomenon of millennial learners. 
Chambers, Milton and Leaf (2009) state that the millennial generation, also known as Generation 
Y, were those born between 1980 and 2000.  Millennials not only have a high aptitude for 
technology, but also, according to Pardue and Morgan (2008), they can be characterized as 
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group-oriented optimists. Traditional, teacher-centered lecture methods are not effective on these 
millennial learners. Raised with and immersed in technology, millennial learners require active, 
student-centered teaching methods to keep them engaged in the class, improve comprehension 
and retention and show them and their instructors their level of understanding. Chambers et al. 
(2009) contend that this group has indicated a significant interest in nursing as a career.  
The millennial learners’ tendency to multi-task, be tied to electronics and the requirement 
to receive almost instantaneous feedback often confounds and frustrates educators and 
challenges traditional methods of teaching. Multitasking often results in their having difficulty 
staying focused on one activity. Pardue and Morgan (2008) noted that millennial learners prefer 
active, participatory activities as opposed to lectures or other instructor-centered methods that are 
still widely used today. Meedzan and Fisher (2009) reported that learners in a passive teaching 
environment can only maintain attention on a lecturer for 10-18 minutes. Pardue and Morgan’s 
(2008) research showed that, given the correct environment, millennial learners were often 
willing to accept established rules and authority in a classroom which gave them the structure in 
which they were brought up but which they themselves have not yet developed on their own. 
Millennial learners see educators best as facilitating their learning and not just imparting 
knowledge, which does not mirror current traditional higher education pedagogies. Cain, Black 
and Rohr (2009) found that educators were reporting that numerous students, very early in their 
courses, were not understanding much of the lecture content that was being delivered through 
projected slides accompanied by printed PowerPoint handouts.  The students became lost in the 
details and were not able to capture the big picture.  Eventually student attendance decreased by 
25%. McCurry and Martins (2010) found that millennial learners respond to group assignments 
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rather than working on their own and they are not comfortable with open, direct criticism or class 
confrontation with faculty.  
 Learning theories and conceptual frameworks/philosophies provide the structure that 
guides the teaching-learning process. As nursing education shifts the emphasis from teaching to 
learning, educational theories must be used to develop and enhance the faculty-facilitated 
learning environment (Barr & Tagg, 1995). A combination of theories can be used to derive 
teaching strategies and develop curriculum that employ sound theories and clear rationale.   
 Malcolm S. Knowles’ Adult Education Theory and Patricia Benner’s Novice to Expert 
Nurses Theory were utilized to provide structure that guided the improvement of faculty-
centered instructional strategies and student-centered learning activities for the project. A brief 
description of the selected learning theories, a discussion of how these two educational theories 
support the project, how the two theories interrelate and how these theories will guide 
implementation and evaluation of the project will be presented.  
Description of Malcolm S. Knowles Adult Learning Theory. 
Andragogy is the term used to refer to the education of adults, whereas pedagogy is the 
term used for the education of children. Knowles (1988) defined andragogy as the “art and 
science of helping adults learn”. The author goes on to use these terms as he distinguishes the 
different types of teaching and learning characteristics of the Adult Learning Theory.  
As learners mature, their motivation for learning changes. According to Knowles, Holton 
and Swanson (2011), there are six critical assumptions of Adult Learning Theory whose learner 
characteristics change from child to adult. The following are the six assumptions of adult 
learners: (a) adult learners need a reason for learning something before they begin, (b) adult 
learners are aware that they are responsible for decision making in their own lives and, therefore, 
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resist learning that is imposed on them, (c) adult learners bring a large quantity and quality of life 
experience into the learning activity, (d) adult learners enter the learning activity ready to learn 
new knowledge to solve real-life problems, (e) adult learners better acquire knowledge that is 
contextualized to their life experiences and situations, and (f) adult learners are more highly 
motivated to learn by internal pressures rather than external pressures. 
Description of Patricia Benner’s From Novice to Expert Nurses Theory. 
The complexity and accountability of nursing practice today requires life-long 
professional learning. This demands acknowledgement that throughout careers, nurse learners 
are at different levels ranging from novice to expert. Dr. Benner adapted the five-stage Dreyfus 
model of Directed Skill Acquisition (Dreyfus & Dreyfus, 1980) to the acquisition of nursing 
skills. A recognition of the different levels of nursing expertise gives rise to the need to develop 
specific educational programs to address the needs of learners at each skill level.  
Benner (1982, 1984) identified five levels of competency: (a) novice - beginner with no 
experience. Actions are uncontextualized and the nurse is purely task oriented and guided solely 
by rules, (b) advanced beginner - performs at a marginally acceptable level. Limited experience 
provides recognition of recurring meaningful guide to actions, (c) competent - two to three years 
of experience in the same job or same area with similar situations. Becoming aware of long-term 
patient goals and increasingly able to achieve greater efficiency, (d) proficient - has a global 
perspective of situations, which improves decision making. Anticipates situations and has ability 
to respond to changing conditions, and (e) expert - rather than relying on principles and rules, 
background and experience provides an intuitive grasp of dynamic situations. Benner (1984) also 
identified seven domains of nursing practice based on 31 nurse competencies (see Appendix D). 
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 The project explored a student-centered learning approach to nursing education utilizing 
the works of Malcolm Knowles and Patricia Benner as theoretical guides. In the early phases of 
the innovation project, when all of the subjects are new graduate registered nurse hires, all 
learners will be at Benner’s novice level. Activities will be designed to build knowledge and 
experience in the QSEN competency areas identified as deficient on the NQSSI©. The goal of a 
new graduate RN residency program is to facilitate the assimilation of the new graduate into the 
professional role of an RN and move them from Benner’s “novice” level” to the “advanced 
beginner” level of competency. The learning environment will integrate Knowles’ six 
characteristics of adult learners and Knowles’ Adult Teaching and Learning Principles (see 
Appendix E). Knowles’ and Benner’s theories interrelate in a number of ways. Both recognize 
differences in learners and the need to tailor the student-centered learning arena, the learning 
content, teaching styles and attitudes and evaluation methods to meet the needs of the adult 
learners. Activities used in the learning environment take into account the characteristics of adult 
learners to improve the effectiveness of the innovation and evaluation processes.   
Methods 
In this section, the project’s methods will be discussed. Portions of this section include 
ethical issues, setting, planning the intervention, implementation of the project, planning the 
study of the intervention, methods of evaluation and analyses.  
Ethical Issues 
The Plan-Do-Study-Act (PDSA) project was initiated by the author to complete a DNP 
academic requirement. The NQSSI© survey used to collect new graduate RN data was developed 
so that student anonymity was maintained. Participants were instructed to complete the pre and 
post NQSSI© surveys anonymously. The compilation, analysis and the report of the results to the 
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hospital contained no identifiable participant information. The TMC PDSA project was 
conducted in such a way that the participants’ well-being was not at risk. The project was 
approved as a quality improvement project by the DNP Department Faculty on March 24, 2014 
(see Appendix F). 
At no time did the project manager (author) have financial or employment interests or 
concerns that could have influenced the conduct or the outcomes of the project. While the TMC 
project was conducted as an academic endeavor, there were many professional and 
organizational ethical aspects motivating the project manager to complete this particular project. 
According to the latest Gallup Poll (Gallup, 2013), the nursing profession is ranked, once 
again, as the most honest and ethical profession out of 22 listed professions. Although highest on 
the list of honest and ethical professions, nursing still faces a multitude of ethical challenges in 
the midst of a complex healthcare environment.  
Beauchamp and Childress (2001) have proposed four principles that can assist policy 
makers to clearly describe the organization’s moral values relevant to clinical ethics. These four 
principles of moral concern when considering an ethical problem are, autonomy (independent 
actions-choices should not be constrained), non-maleficence (do no harm), beneficence (doing 
good), and distributive justice (benefits and burdens are equally distributed). 
 In considering these four principles, Winkler (2005), proposes four roles that policy 
makers should satisfy. These roles include: to care with compassion, to treat employees with 
respect, to act in a community spirit, and to allocate resources responsibly. 
In analysis, one realizes that an evaluation of the ethics of an action may depend upon 
where you are in a community or organizational structure. Ethics can be situation or organization 
dependent. What appears to be an unethical practice can be allowed to occur by powerful 
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political and social pressures. Membership in an organization often requires that the right thing 
to do is what the organization says is right thing to do. According to Grace (2014), the goals of 
healthcare professionals are beneficent. They are inherently for the patients’ good, and more 
broadly to further societal health. Beneficence underlies all of the actions of the professional 
while engaging in role-related activity.  
Grace (2014) notes that healthcare professional-patient relationships are based on trust. 
Recognition of the trust nature of the practice relationship requires the nurse to reflect on daily 
practice in an ongoing manner to avoid becoming numb to recurrent, challenging policies that 
not only may fail to achieve the best positive outcomes but may even result in damage or injury 
to the patients.  A major professional responsibility of nursing leadership is to address immediate 
practice concerns in addition to the more entrenched organizational or societal barriers to 
practice.  
The alternative path for nursing leadership is something that Grace (2014) describes as 
happening at increasing rates. Nurses are leaving the profession because of what they feel is 
blindness to unethical nursing practice and searching for organizations that ascribe to the 
principles fundamental to healthcare professionals. 
Setting 
 TMC was selected because it is one of the largest medical centers in southern Arizona 
with a recurring large pool of new graduate RN hires and a 12-month, new graduate RN 
residency program. TMC is staffed with nearly 1,200 experienced (more than 2 years of nursing 
practice) registered nurses. Nursing leadership anticipates that many of these nurses will be 
retiring in the near future, since they have delayed previously planned retirements due to adverse 
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economic conditions in the area. These nurses will be taking their knowledge and experience 
with them, leaving vacancies to be filled by inexperienced, new graduate RNs. 
 TMC is a stand-alone hospital licensed for 607 adult, pediatric and hospice beds. It has 
been licensed for 70 years. The hospital is a locally governed, non-profit system. The corporate 
entity includes TMC and Saguaro Physicians. The hospital serves approximately 30,000 
inpatients, 122,000 outpatients and 6,000 births annually. The medical staff is largely 
independent physicians with offices within the community. The hospital has had an operating 
income for 7 consecutive years that has provided stability, new opportunities and new strategies. 
TMC has identified its “True North”. Much like a compass, the hospital’s True North guides the 
organization and maintains a focus on keeping the hospital stable. TMC’s four True Norths are 
(a) patient experience, (b) quality and safety, (c) profitability and (d) people. The hospital is 
governed by a 13-member Board of Trustees that care and contribute (Tucson Medical Center, 
2014).  
The hospitals’ habits and traditions stem from their subscribing to the “Lean” 
management principles. These principles include: eliminate waste (eliminating non value-added 
activities, keeping inventory low and embracing technology), value employees (develop people) 
and improve continually (focus on root causes) (Becker’s Hospital Review, n.d.).  
 The hospital has a well-staffed, well-equipped and well-funded Nursing Education 
Department. In 2012, the nursing education staff redesigned their new hire nursing orientation 
program from a traditional 16-week model to a 12-month, new graduate RN residency model. 
There is an organizational priority to promote evidence based practice, patient safety, 
professionalism, nursing excellence and life-long learning that is reflected in the hospital’s 
mission, vision and values and the hospital’s Nursing Strategic Plan 2014-2016 (see Appendices 
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A and B). The hospital’s president and chief executive officer is a registered nurse. The 
organization partners with several local pre-licensure nursing programs providing scholarships 
for their employees to advance in the nursing profession. 
 The nursing education staff and hospital nursing executives were intimately familiar with 
the six QSEN competencies, offered their complete support of the project, were actively 
involved in the project process and enthusiastically anticipated the project outcomes. Hospital 
administration was committed to supporting the project, implementing recommended evidence 
based changes to the new graduate RN residency program curriculum and sustaining the project 
as an iterative means of assuring continuous quality improvement (see Appendix G). TMC also 
gave permission to use its name in the project report (see Appendix H). 
Planning the Intervention  
The project plan is based on the test of change technique of a Plan-Do-Study-Act (PDSA) 
cycle (Shomaker, 2009). The PDSA cycle can be used when developing or improving design of a 
process, product or service. The PDSA cycle consists of four steps (see Appendix I). These four 
PDSA steps will be discussed in detail in the appropriate sections of this paper. In this section, 
the “plan” step is presented. 
The “Plan” step recognizes opportunities and plans a change. The TMC project 
opportunity is to facilitate new graduate registered nurses’ assimilation into the professional 
nursing role at TMC through the elimination of identified QSEN competency gaps in order to 
reduce new nurse attrition, costly practice errors, negative patient outcomes and poor patient 
satisfaction.  Having thoroughly researched the literature and identified two theoretical 
frameworks for the project, the project manager met with the Director of Nursing to explain the 
project proposal, objectives, potential benefits to patients and the hospital, and gain institutional 
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approval to conduct the project (see Appendix G). Strong and on-going support by the hospital 
leadership provided institutional emphasis that afforded the project manager the essential 
resources and access to staff personnel and new graduate RN employees.  
This study was an evidence based, change of practice, quality improvement project that 
evaluated achievement of the six QSEN competencies of new graduate registered nurses. The 
project included a study group of 16 newly graduated registered nurse hires enrolled in a new 
graduate RN residency program at TMC, TMC’s nursing education staff, hospital executives and 
project manager (the author).  
The Nursing Quality and Safety Self Inventory© (NQSSI©) was selected to identify areas 
of practice gaps perceived by the new graduate RNs related to the six QSEN competencies (see 
Appendix J). The NQSSI© tool was chosen following an extensive review of the literature and a 
telephone conversation with a member of the QSEN Initiative staff. Although the NQSSI© was 
originally developed to be administered to pre-licensure nursing students, it was considered the 
best measurement tool because these new graduate RNs had just completed their pre-licensure 
education programs and had not yet practiced as an RN. 
The project manager, in collaboration with the other QI Committee members, chose the 
NQSSI© because it was a valid and reliable method to quantitatively assess QSEN competency in 
newly graduated RN hires. Permission to utilize the tool was requested from and granted by the 
creators of the NQSSI© (see Appendix K).   
Oral instructions and a written instruction packet that gave the definitions for each of the 
six QSEN competencies and their respective KSAs were included during survey administration 
(see Appendices J and L). The plan was for all new graduate RNs enrolled in the March 2014 
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cohort of the new graduate RN residency program at TMC to complete the NQSSI© survey at a 
meeting with the project manager at the beginning of their new graduate RN residency program.   
The project manager would collect the completed surveys and compile and analyze the 
data to determine which QSEN competencies had the lowest scores on the survey. The two 
competencies with the lowest scores would be the focus of the project’s evidence based practice 
teaching/learning interventions.  The teaching/learning interventions were planned to take place 
at the scheduled monthly meetings of the new graduate RN residency program. At the end of the 
final teaching/learning intervention session, the project manager would re-administer the 
NQSSI© survey and compile and analyze the results. Based on the results of the re-survey, the 
project manager would meet with the QI Committee to discuss what further interventions, if any, 
should be considered. If the results were satisfactory, the revised new graduate RN residency 
program curriculum that included new evidence based teaching/learning strategies would be 
applied permanently to ensure institutionalization of these quality improvements. The 
sustainability aspect envisioned this process being accomplished with each subsequent new 
graduate RN cohort.     
No project should be started without first determining whether the benefits to the 
institution outweigh the costs.  A cost-benefit analysis (CBA) is critical to any project and is one 
method used to determine the advantages and disadvantages of decisions (Finkler, Jones and 
Kovner, 2013). A (CBA) is a systematic process that calculates and compares the benefits and 
costs of a project, providing a basis for the comparison of projects and an overall determination 
whether the project’s benefits exceed its costs (Finkler et al., 2013)  
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Options presented in the decision brief contain cost-benefit information so that the 
organization understands the impact and the potential costs of choosing one option over the 
other, or developing a hybrid of the two options. Below are the two options for this project: 
 Option #1 - Make no change in the current new graduate RN residency programs to close 
QSEN competency practice gaps at healthcare facilities. Poor job satisfaction, high attrition and 
a lack of work readiness will continue among new graduate RN hires. Costly medication and 
safety errors will remain or possible worsen. Patient satisfaction and hospital reputation will 
continue to decrease, which could result in a loss of patient census and revenue.  
 Option #2 - The preferred solution. Implement proposed solution to close the QSEN gaps 
identified by the NQSSI© survey administered to new graduate RNs in the healthcare facility’s 
new graduate RN residency programs. Accelerate new RN graduates’ transition into practice 
through the internalization of QSEN KSAs by utilizing a revised teaching/learning curriculum 
that targets the specific QSEN deficiencies. Re-survey new graduate RNs at the completion of 
the revised curriculum to ensure QSEN gap reduction. Evaluate and revise curriculum as needed 
for continuous quality improvement. Promote reduced new graduate RN attrition, reduced 
practice errors and reduced patient dissatisfaction as a result of more competent and confident 
RNs.   
The costs of this project were minimal to the institution. All costs to the organization 
were already included in the allocated resources for the hospital’s new graduate RN residency 
program. The project manager incurred a number of non-remunerated costs related to hours 
invested in research, design of evidence based interventions, intervention delivery time, survey 
time, analysis of data and preparation of deliverables. Other non-reimbursed costs incurred by 
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the project manager included administrative costs, secretarial support, office supplies, class 
materials, food for participants, transportation and miscellaneous costs (see Appendix M).   
As a result of the project’s intervention, TMC experienced (a) an analysis of the 
organization’s new registered nurse employees’ QSEN core competencies, (b) evidenced based 
revisions to current new graduate RN residency program, and (c) reduced QSEN gaps in the core 
nursing competencies of their new graduate RN employees. Tangible benefits to the organization 
stem from the above intervention centering around a core of new graduate RNs that are now 
more competent and confident. There is a plethora of evidence that supports efforts to make 
nurses more competent and confident. These improvement initiatives lead to: increased new 
graduate retention, work readiness and job satisfaction; reduced errors; enhanced patient safety 
and quality of care and improved patient satisfaction (Elfering et al., 2006; Kowalski & Cross, 
2010; Park & Jones, 2010; Phillips et al., 2013; Rush et al., 2012; Trepanier et al., 2012; Urlich 
et al., 2010; Wolff et al., 2010).  
Inevitably, estimates of a project’s benefit are subjective, and there is always a degree of 
uncertainty associated with the anticipated revenue increase. The revenue that might be 
generated by this project can be very hard to predict and the value that people place on tangible 
benefits can be very subjective.  The following assumptions were made by the project manager 
in order to have a means of describing benefits to the organization: 
 1. As a result of the intervention, at least one new graduate RN will decide to remain 
with TMC beyond their first year of employment.  In a study conducted by Trepanier et al. 
(2012), a new graduate residency program was associated with a decrease in 12-month turnover 
rate from 38.1% to 6.4%. TMC’s current RN turnover rate of new graduate RN hires is 11%. If 
the hospital experienced an improvement of even 10% (1 new graduate RN hire/year), the 
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benefit would be a savings of $85,000 (P. MacMacken, personal communication, September 10, 
2014).  
2. According to the IOM report (2007), Preventing Medication Errors: A Quality Chasm 
Series, each adverse drug event, in 2006 dollars, cost healthcare institutions $5,857.00. An 
increase in competence, confidence and retention will lead to increased quality of care (Park & 
Jones, 2010; Trepanier et al., 2012; Ulrich et al., 2010). If the hospital experiences two fewer 
adverse drug events related to improved nurse competence, the benefit would be a savings of 
$11,714.  
3. To determine if the project is financially worthwhile, a discounted cash flow model 
called net present value (NPV) was used. A bank discount rate (DR) of 10%/year was used to 
determine profitability. The project earned a positive NPV (8.24) because its earnings were 
greater than the costs of the project plus the 10% DR. Therefore, the project’s financial benefits 
to the institution easily outweigh its costs of $11,734.25 (See Appendix N). 
To understand the process of any project, a Responsibility Matrix and a project 
Communication Plan are often helpful. The Responsibility Matrix lists all of the major activities 
of the project and describes the responsibilities and authorities of the project participants 
(Larson, & Grey, 2011). The Responsibility Matrix for this project was reviewed and agreed 
upon by the QI Committee before any project activities occurred (see Appendix O). 
In order to keep all project participants informed in a timely manner, the project manager 
developed a Project Communication Plan. This Project Communication Plan was developed 
early in the planning phase of the project. The plan identified the different types of 
communications that would occur during the project, who was responsible for initiating those 
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communications, the frequency of the communications and the appropriate recipients (see 
Appendix P).  
Implementation of the Project 
The “Do” component of PDSA is designed to test the proposed change on a small scale. 
The project initiated its first PDSA cycle in April, 2014 with a cohort of 16 new graduate RNs 
who had just begun their new graduate RN residency program. Prior to meeting with the cohort 
of new graduate RNs, a QI Committee was formed. This committee was composed of the 
hospital’s Associate Administrator of Clinical Practice, two registered nurses from the Nursing 
Education Department and the project manager. Several meetings were held to discuss the 
conduct of the project, roles and responsibilities of the committee members, a timeline for 
completion of the project and project deliverables (see Appendix Q, Table 1). 
 The project completed the following activities previously identified by the QI 
Committee: (a) using the NQSSI©, evaluated the new graduate RN hires currently enrolled in 
new graduate RN residency program to determine QSEN competency gaps. Students were given 
oral and written instructions prior to completing the survey. The responses to the survey were 
tabulated and analyzed. Raw data were collected, weighted values for the responses were 
calculated and a mean and a standard deviation were calculated for each of the 18 items as well 
as the six core competencies (see Appendix R), (b) from the analysis of the data, the project QI 
Committee determined that evidence based practice and quality improvement were the two 
QSEN competencies that scored the lowest on the survey. The QI Committee met to discuss the 
best approach to remediating the two competencies. A list of items to be introduced was agreed 
upon by the committee (see Appendix S). It was determined that the project manager would 
develop and, along with the staff nurse educators, present monthly evidence based practice 
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teaching/learning strategies to improve the new graduate nurses’ understanding of topics related 
to evidence based practice and quality improvement. These presentation were accomplished 
using best practices for teaching adult learners that are novice beginner nurses (Benner, 1982, 
1984; Knowles, 1988, 2011) (see Appendices T, U, V and W), (c) at the end of the final 
teaching/learning intervention sessions, the NQSSI© survey was re-administered following the 
same steps used for the initial survey. Data were compiled and analyzed in the same manner as in 
the initial survey (see Appendix X). Then, the initial survey and re-survey data sets were com-
pared to determine if the two QSEN competency gaps had been remediated (see Appendix Y).  
Planning the Study of the Intervention 
The “Study” component is to review the teaching plan, analyze the results and identify 
what has been learned. The plan for assessing how effectively the intervention was implemented 
will require comparing the initial NQSSI© survey data, which will provide the baseline data prior 
to the implementation of the project, to the NQSSI© resurvey data. This comparison will 
determine whether the targeted QSEN competency gaps were reduced or eliminated.  
The intervention component that was expected to cause changes was the evidence based 
teaching/learning sessions targeting the two QSEN competencies with the lowest scores on the 
initial NQSSI© survey. Quality improvement of the design has two methods. The first will 
involve analyzing the NQSSI© resurvey data. If the targeted QSEN core competency gaps are not 
reduced to an acceptable level, as defined by the institution, additional teaching/learning 
strategies will be developed and proposed to the QI Committee. If approved, those teaching/ 
learning strategies will be implemented and their effectiveness re-evaluated by NQSSI© 
resurvey. The second method for quality improvement involves student evaluations. 
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Participants will be asked to complete an evaluation and make suggestions for improvement at 
the end of every monthly session. The evaluation for the new graduate residency program was 
developed by the staff nurse educators. There are 5 quantitative items on the evaluation. Each 
quantitative item will be rated on a 5-point Likert scale ranging from 5 (strongly agree) to 1 
(strongly disagree), and a neutral choice. The quantitative questions are followed by a question 
asking the students to rate the information presented as “too basic”, “just right” or “too 
advanced”. Following this question, there are 3 qualitative items. These evaluations will be 
reviewed to assess participants’ satisfaction, gain recommendations for making needed changes 
to the program and ensure continuous quality improvement (see Appendix Z).   
In an effort to maximize internal validity, all participants will be required to attend all 
teaching/learning sessions. No information will be given to the students regarding which QSEN 
competencies will be targeted for gap reduction. To maximize external validity, the project 
manager will conduct on-going review of emerging research that addresses improvement of 
QSEN core competencies for new graduate RNs and incorporate these techniques to accelerate 
the achievement of QSEN core competencies in the new graduate RN residency program. The 
cycle will be completed by re-evaluating using PDSA methodology. 
The gap analysis completed prior to the start of project implementation was based upon 
initial completion of the NQSSI© survey by the new graduate RNs. This survey was administered 
before any new graduate RN residency program revisions occurred. The participants’ self- 
assessment of the 6 QSEN competencies revealed that while competency gaps existed in all 6 
competencies, the greatest gaps were found in the competencies of “evidence based practice” and 
“quality improvement” (see Appendix R, Table 3).  
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To guide project activities, a Gantt chart was developed identifying critical milestones to 
ensure smooth flow of the project and the accomplishment of the milestones at the appropriate 
times. The Gantt chart was reviewed by the QI Committee to gain buy-in by all committee 
members and confirm that all key activities and process had been included in the project design 
The Gantt chart depicts the detailed operations plan for project development, deployment and 
evaluation (see Appendix Q, Table 1). 
Precise details of the initial strategy for improving QSEN core competencies included 
forming a QI Committee, determining the current state of the QSEN competencies of the new 
graduate RNs, deciding where, when and how program improvement activities would take place 
and establishing how the committee would determine project success and future interventions. 
The hospital members of the QI Committee became curious about the QSEN competency gap 
situation during the initial briefing where the project manager’s PICOT statement and review of 
the relevant, current literature were discussed. The hospital’s True North principle of “quality 
and safety” and the long-term collegial relationship between the project manager and the hospital 
made the local setting conducive to addressing the problem of new graduate RN QSEN 
competency gaps. TMC enthusiastically provided all of the necessary resources to facilitate the 
learning and testing of change project. These resources included continuous organizational 
support, hospital staff resources and access to the new graduate RNs in the facility’s new 
graduate RN residency program.  
QI Committee leadership was provided by the project manager, who had experience in 
leading change as an Associate Degree Nursing Program dean, department chair and lead faculty 
for the previous 16.5 years. Two other members of the QI Committee were experienced hospital 
staff nurse educators responsible for the new graduate RN residency program and, as part of their 
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duties, were accountable for the scheduling of the daily activities of the new graduate RNs for 
the 12-month program. The nurse educators assigned to the new graduate RN residency program 
had successfully changed the program in the past. Prior to 2012, TMC offered a traditional 12-16 
week orientation program for new RN hires. Since 2012, the traditional orientation program was 
replaced with a comprehensive, 12-month new graduate RN residency program. As part of this 
new residency program, the new graduate RNs met once a month for 4 hours for the first 6 
months. During these meetings, the new graduate RNs received didactic education, skill practice, 
case study review, peer discussion and support, policy review and application, team building, 
leadership activities and organizational support. It was these face-to-face educational sessions 
that were revised to include targeted, focused QSEN teaching/learning strategies with the 
anticipated outcome of reducing the identified QSEN gaps. The QI Committee developed a list 
of QI and EBP activities that were designed to enhance student learning in those two areas (see 
Appendix S). The specific activities and resources to be used were also developed and presented 
by the committee (see Appendices T, U, V and W). The new graduate RNs would participate in 
these activities during their new graduate RN residency program educational sessions over a 
period of 5 months. The administration of the initial and resurvey NQSSI© were scheduled in the 
first and last month of the 5-month educational sessions.  
Methods of Evaluation 
This section is a continuation of the “Study” component of PDSA. It provides a 
description of the instrument, methods and processes used to measure the effectiveness of the 
implementation and the validity and reliability of the tool used to plan the intervention. 
The instrument used to assess the effectiveness of the implementation was the NQSSI©. 
The tool is an 18-item, pencil and paper, self-rated instrument to measure students’ quality and 
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safety knowledge, skills and attitudes. The survey takes approximately 10-15 minutes to 
complete. Each item was developed to relate to the knowledge, skills and attitude areas of the six 
QSEN competencies. Three questions are aligned with each competency to assess the areas of 
knowledge, skills and attitude. Each item is rated on a 7-point Likert scale ranging from 7 
(strongly agree) to 1 (strongly disagree), and a neutral choice. There were no qualitative 
questions on the instrument. Developers of the NQSSI©, Piscotty, Grobbel and Abele (2013, p. 
270), stated:  
Construct validity was established with exploratory factor analysis using principal axis  
factoring with direct oblimin rotation. Contrast validity and effectiveness of the NQSSI©  
for measuring nursing students’ self-rated quality and safety competencies was  
supported. The internal consistency coefficient (Cronbach’s alpha) of the tool was 0.93,  
which indicates satisfactory reliability. The NQSSI© has strong item-total correlations 
that indicate the ability to discriminate between high and low scores. 
          
The key intervention component of the implementation was the evidence based 
teaching/learning sessions planned to contribute to the reduction of targeted QSEN competency 
gaps. There were 3 context factors that contributed to the intervention effectiveness and primary 
outcomes of the project. The first was the institutional support by TMC for improving the new 
graduate RN residency program and the competencies of their new graduate nurses. The second 
was the availability and dedication of the staff nurse educators. And the third factor was the 
extensive literature review accomplished by the project director to develop teaching/learning 
activities that would impact the new graduate nurses’ QSEN competency achievement. 
The quality of the data was assured by the use of a valid and reliable tool. To assure that 
the measures accurately measured the phenomenon under study, all participants completed 100% 
of the items on the surveys and data calculations were triple checked for accuracy. The 
participant pool was small (n=16 for initial survey, n=14 for resurvey), but these numbers 
represent all of potential participants for this project during the specified timeframe. 
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A SWOT analysis was completed to describe the current state of the internal and external 
environments surrounding the new graduate RN project. The internal strengths of the 
environment reflect the positive attitudes of the institution, experienced nursing staff and new 
graduates to transition the new nurses into their practice role as expeditiously as possible. The 
internal weaknesses stem from potential reluctance by the organization to recognize 
shortcomings in their new graduate RN program and by some staff members to acknowledge that 
accelerating and facilitating new graduate RN transition to practice is in everyone’s best interest. 
Another weakness is the ever present mandate to keep costs as low as possible, therefore, not 
funding an improvement to the program. External opportunities vastly outweigh evidence against 
having the best possible new graduate RN residency program. Reducing new graduate attrition, 
costly practice errors and financial sanctions imposed on the hospital as a result of provisions in 
the PPACA (2010) represent adequate incentives for moving forward with the project. External 
threats to the project consist primarily of conjecture. While there are currently no less expensive 
alternatives to the DNP project, some may arise. Although future nursing curricula may improve 
to eliminate QSEN education-practice gaps and, therefore, the need for revised new graduate RN 
nurse residency programs, they currently do not eliminate the gaps. The one final, concrete 
external threat is that continued QSEN core competency gaps will result in costly nursing errors 
and the lawsuits that result from these errors (see Appendix AA). 
A Return on Investment (ROI) plan is a tool that is used to demonstrate the timeframe 
that the invested project resources will be recovered by the organization making the investment. 
Due to the preliminary nature of the project, the expected benefit or recovery of investment to be 
gained by the hospital for the new graduate RN residency program intervention is difficult to 
predict. The expected financial recovery i.e. a retained new graduate RN and/or a reduction in 
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practice errors may take 1-5 years to realize. For that reason, an ROI plan would not be a useful 
decision tool for this project.  
The method used to assess dysfunction/failure and outcome of changes was that 
prescribed by the developers of the NQSSI© survey. Data were collected based on participant 
answers to the NQSSI© items, weighted based on their Likert position and aggregated on a data 
matrix (see Appendix R, Tables 1 and 2; Appendix X, Tables 1 and 2). The only measurement 
perspective for this project was that of the new graduate RN residency program participants.  The 
measures for this project were validated by the developers of the NQSSI© (Piscotty et al., 2013). 
The conceptual and operational definitions of the measures and the measurement process were 
available to all those involved in conducting the measurement process. The balanced measure of 
the existing situation available prior to the change was the NQSSI© and no measures had to be 
developed de novo for the change effort.  
Following the release of the 2003 IOM report, the RWJF funded a grant establishing the 
QSEN initiative. This initiative was launched to amplify the competency definitions outlined in 
the 2003 IOM report (Cronenwett et al., 2007). The KSAs outlined in the QSEN initiative 
included the competency definitions of patient-centered care, teamwork and collaboration, 
evidence based practice, quality improvement, safety and informatics (QSEN Institute, Pre-
Licensure KSAs, 2014). The QSEN initiative gave the nursing profession the competency 
definitions and the NQSSI© provided a way to measure levels of achievement. 
Analysis         
 In the analysis of the data, there was no specific software used during this project. All 
calculations were done manually using a simple calculator.  
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No qualitative methods were used to analyze the data. The quantitative method to analyze 
the data involved calculating mean scores for the 6 QSEN competencies and each of the 18 
KSAs on the NQSSI© (see Appendix R, Table 3; Appendix X, Table 3).  Standard deviations 
(SD) were calculated for each of the 18 items on the NQSSI© (see Appendix R, Table 3; 
Appendix X, Table 3). 
To determine the degree of improvement in the 6 QSEN core competencies and each of 
the 18 KSAs, the percentage change between the initial and resurvey NQSSI© mean score results 
was calculated (see Appendix Y, Table 1, Figure 1; Table 2, Figure 2; Tables 4.1, 4.2 and 4.3; 
Figure 4).  
Results 
In this section, the results of the project’s intervention will be discussed. Portions of this 
section will include program evaluation and outcomes. 
Program Evaluation/Outcomes  
This section contains the “Act” component of the PDSA cycle. This component of the 
cycle determines what modifications should be made to the test of change based on what has 
been learned. The first focus of this section is nature of setting and improvement intervention. 
The following elements of setting and structures/patterns of care provided the context, facilitated 
the actual course of the intervention, contributed to the success of implementing the intervention, 
would have been receptive to evolutions in the initial plan (had they been necessary) and 
documented lessons learned that may be applied to future interventions.  
TMC was selected as the setting for the evidence based, change of practice, quality 
improvement project because it regularly recruits 50-60 new gradate RNs per year and has 
recently instituted a 12-month, new graduate RN residency program. Its “Lean” management 
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approach focuses on continuous improvement, while its “True Norths” embrace quality and 
safety. The organization’s constancy of leadership provides stability and clarity of purpose to 
provide excellent patient care. The hospital is dedicated to nursing education that promotes 
evidence based practice, patient safety, professionalism, nursing excellence and life-long 
learning.  
The nursing education staff and hospital nursing executives were intimately familiar with 
the six QSEN competencies, offered their complete support of the project, were actively 
involved in the project process and enthusiastically anticipated the project outcomes. Hospital 
administration was committed to supporting the project, implementing recommended evidence 
based changes to the new graduate RN residency program curriculum and sustaining the project 
as an iterative means of assuring continuous quality improvement (see Appendix G). 
The positive attitude of TMC’s leadership, their emphasis on patient-centered care and 
their whole-hearted support for quality improvement can best be summarized in the words of 
their Chief Nursing Officer:  
We must decrease harm to our patients; they are precious and rest within our very hands. 
We must include them in their healthcare decisions (“nothing to me without me”). We 
must agree that the patient is not “the problem” and that our processes and models may 
be (Tucson Medical Center, 2012, p. 2). 
 
The second focus of this section addresses the change in care process and the clinical 
outcomes associated with the intervention. Data on changes in care delivery processes, patient 
outcomes, benefits, harms, unexpected results, problems, failures, evidence on the strength of the 
association between outcomes and the intervention may not be known for several years 
following the intervention. While there is no missing data for the intervention or the outcomes, 
the expected financial recovery i.e. a retained new graduate RN and/or a reduction in nursing 
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errors may take 1-5 years to realize. As noted earlier, TMC’s organizational culture, history of 
change efforts and structures and patterns of care provided context for the intervention. 
To determine the focus of the intervention, the initial NQSSI© survey was administered. 
Student responses on the 18-item survey and the weighted values of those responses were 
tabulated (see Appendix R, Tables 1 and 2).  Mean scores for all competencies and survey items 
and standard deviations (the amount of variations from the mean) for all survey items were then 
calculated (see Appendix R, Table 3). Overall the initial NQSSI© survey mean score was 5.58 on 
a scale of 1-7. Mean scores for each of the competencies were as follows: patient-centered care 
(5.69), teamwork and collaboration (5.77), EBP (5.23), quality improvement (4.94), safety (6.04) 
and informatics (5.97). EBP (5.23) and quality improvement (4.94) scored the farthest below the 
mean, indicating the greatest deficits. The initial NQSSI© survey revealed that the widest QSEN 
competency gaps existed in the competencies of EBP and quality improvement. Standard 
deviations for each NQSSI© survey item (the amount of variations from the mean) were also 
calculated. EBP and quality improvement competencies were the two competencies that had at 
least one item scoring more than 1 standard deviation below the mean.  
After completion of the intervention, the NQSSI© survey was re-administered to the new 
graduate RNs to determine the amount of the improvement in competency scores. Student 
responses on the 18-item resurvey and the weighted values of those responses were tabulated 
(see Appendix X, Tables 1 and 2).  Mean scores for all competencies and resurvey items and 
standard deviations for all resurvey items were then calculated (see Appendix X, Table 3). 
Overall the NQSSI© resurvey mean score was 6.08. Mean scores for each of the competencies 
were as follows: patient-centered care (6.17), teamwork and collaboration (6.14), EBP (5.86), 
quality improvement (5.81), safety (6.19) and informatics (6.33).  Standard deviations for each 
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NQSSI© resurvey item were also calculated. EBP and quality improvement competencies were 
still the two competencies that had at least one item scoring more than 1 standard deviation 
below the mean. 
A comparison between the competencies and mean scores of the initial NQSSI© survey 
values and the resurvey NQSSI© values was then conducted (see Appendix Y, Table 1, Figure 1). 
A summary of competency mean value comparisons was then constructed (see Appendix Y, 
Table 2, Figure 2). To appreciate the changes between the initial NQSSI© survey mean scores 
and the resurvey NQSSI© mean scores, mean score changes were converted into percentages (see 
Appendix Y, Tables 1 and 2). The percentage improvements in the 6 competencies between the 
initial and resurvey were as follows: patient-centered care (8.43%), teamwork and collaboration 
(6.41%), EBP (12.05%), quality improvement (17.61%), safety (2.48%), and informatics 
(9.33%). The NQSSI© resurvey revealed that the greatest percentage improvement in QSEN 
competency mean scores occurred in EBP and quality improvement (see Appendix Y, Tables 1 
and 2). A comparison of standard deviations for each survey item was then calculated (see 
Appendix Y, Table 3, Figure 3). While the survey items related to EBP and quality improvement 
continued to have at least one item scoring more than 1 standard deviation below the mean, this 
could be attributed to a 42.2% reduction in the standard deviation between the initial survey 
values (initial survey, 1 SD = 0.548) and the resurvey values (resurvey, 1SD = 0.317). An 
additional analysis of the data shows that the improvement in knowledge mean scores for EBP 
(+0.58/11.31%) and quality improvement (+0.88/18.76%) increased a greater amount than for 
the other competencies; patient-centered care (+0.38/6.68%), teamwork and collaboration 
(+0.29/5.27%), safety (-0.06/-0.98%) and informatics (+0.46/8%) (see Appendix Y, Tables 4.1, 
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4.2, and 4.3).  One might credit this to the intervention being geared more toward knowledge and 
skill acquisition verses attitudes.  
The initial improvement plans for intervention were executed as anticipated and as 
outlined on the Gantt chart.  Students completed the previously described monthly evaluations. 
Of the 255 Likert responses, 252 (98.82%) were “strongly agree” or “agree”, while 3 (1.18%) 
were “neutral”.  For the question “was the level of information “too basic”, “just right” or “too 
advanced”,  there was a total of 51 responses. Two of the responses were discarded because of 
being mismarked, leaving 49 responses available for analysis. Of the 49 responses, 47 (95.92%) 
indicated that the level of information presented was “just right” and 2 (4.26%) responded that it 
was too basic”. The qualitative data revealed no negative comments or constructive suggestions 
that would necessitate altering the content of future interventions. There were no evolutions, no 
alternative strategies and no changes required to the original intervention. As the implementation 
progressed, the nurse educators, other hospital staff members and the new graduate RN 
participants became increasingly engaged and committed to improving the new graduates’ 
understanding of QSEN core competencies, signaling the system’s commitment to quality 
improvement. Throughout the intervention, hospital leadership was briefed on the intervention 
process and provided support for the intervention by meeting with the new graduate RNs at the 
intervention site. 
No alternative strategies were considered for the first intervention of the PDSA cycle. 
However, alternative teaching/learning strategies for the adult, novice nurse learners would be 
developed as necessary to improve and accelerate QSEN competency attainment in subsequent 
PDSA cycles. 
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There were no patients or patient care activities that were directly involved in this 
project’s intervention. Therefore, no harms, system/process failures or burdens were considered 
or looked for. The only minor unexpected change that occurred involved an altered teaching 
schedule in May, 2014. The new graduate RN residency program teaching/learning interventions 
were cancelled due to Nurses Week activities. This cancellation resulted in a modification of the 
intervention schedule, but did not adversely affect the intervention. This change occurred 
unexpectedly due to a one-time miscommunication between the project manager and the staff 
nurse educators.  
Discussion 
In this section, the meaning of the project’s findings will be discussed. Portions of this 
section include summarizations of key points of the project, relation to other evidence, barriers to 
implementation/limitations, interpretation and conclusions. 
Summary 
 One of the key successes of the project was the institutional support and openness for the 
concept of the project and its implementation. TMC’s strong mission, vision and values and the 
commitment of TMC’s leadership to improving its programs, its nurses and its patient care set 
the tone for making the project a success. After careful planning by the QI Committee, the new 
graduate RN residency program intervention was initiated and carried out as planned. Data from 
this project indicate that new graduate nurse QSEN core competencies can be improved through 
focused, evidence based intervention. The resultant increased nurse competence and confidence 
will ultimately improve nurse retention, job satisfaction and patient safety. There were no noted 
difficulties encountered in implementing the intervention.  The intervention resulted in changes 
to TMC’s new graduate RN residency program, but observed changes in care delivery and 
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clinical outcomes may not be realized for a number of years. One of the strengths of the project 
is its timeliness to today’s rapidly changing healthcare environment, to the passage of the Patient 
Protection and Affordable Care Act, to the recommendations of a decade of IOM reports that 
focus on the improvement of patient care and to the call for radical transformation of healthcare 
education. An additional strength of the project is its cost effectiveness. For hospitals that already 
have a new graduate RN residency program in place, making revisions to the curriculum are 
relatively inexpensive. Accelerating the new graduate RN’s transition to a competent nurse not 
only improves the work environment, but increases the overall efficiency and effectiveness of the 
entire healthcare team. 
 Key findings of the project include data that reveal that the 6 QSEN core competencies 
can be improved in new graduate RNs using a planned, evidence based approach that is 
grounded in adult learning theory for beginning novice nurses and developing their role as a 
professional nurse to the advance beginner level. An important lesson learned from the sequence 
of change and from the outcomes achieved includes that the institution’s mission, vision, goals 
and strategies play a pivotal role in whether or not the process and outcomes of an evidence 
based, change of practice, QI improvement project will be successful. Without support from 
administration, staff nurses and hospital employees are less likely to be dedicated to 
improvement of patient care. Organizational support and the availability of hospital resources 
together are the most important contributions to a successful intervention. 
In order to sustain the gains of this intervention and/or test a similar one elsewhere, the 
organization must be committed to improving its programs, its nurses and patient care delivery. 
A healthcare facility must be open to admitting that its processes can be improved, willing to 
take steps to do so and allocate the necessary resources. As the successes of this project were 
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realized, a number of new possibilities emerged. One potential example is the creation a southern 
Arizona practice-education forum where there can be on-going dialogue among all stakeholders 
about QSEN core competencies, new graduate RN competencies/deficiencies, the current 
transition into practice issues and the relevant evidence that supports the urgent need for 
improving nurse competency. A second potential example would be to revise the new graduate 
RN residency program curriculum to include simulation as evidence based intervention. 
Simulation would permit active participation and the opportunity for the new graduate RN to 
practice numerous simulated, high-risk scenarios that inculcate the QSEN core competencies, 
improve skill competence/confidence in the nurse and allow for peer and supervisor discussion 
in a non-threatening environment. 
Nursing leaders are obligated to take advantage of the complex, changing healthcare 
environment to improve the quality of patient care and patient outcomes. It is the nurse executive 
that is responsible for recognizing and embracing the need for change in their organization and 
take positive steps to provide successful patient, individual, staff and organizational outcomes. 
Patient safety cannot be sacrificed due to increased demands on limited resources and calls for 
cost reductions within the organization. 
The results and recommendations from this project can best be disseminated thru 
scholarly articles in peer-reviewed journals, participation in national, regional and state 
conferences that encourage nurses to share their ideas and outcomes of successful projects with 
other nursing professionals, thru active membership in state nursing organizations and thru 
discussions with peers. In addition to external dissemination, the outcomes of the project should 
have widespread dissemination within the organization where the project took place. A nurse 
executive should take the opportunity when possible to translate project outcomes to the 
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facility’s stakeholders and ensure that the organization’s mission, vision and goals provide for 
continued evidence based, change of practice QI projects. 
Relation to Other Evidence 
 It has long been recognized by the nursing profession that pre-licensure nursing program 
curricula do not adequately prepare new graduate RNs to seamlessly enter the nursing workforce 
fully prepared to assume the nursing role. There is compelling evidence that supports the need 
for significant changes in nursing education (Benner, 2010; IOM, 2003, 2007). Following the 
release of the IOM report (2003), the RWJF funded a grant in 2005 that established the Quality 
and Safety Education for Nurses (QSEN) initiative. This landmark initiative developed profound, 
expanded descriptions and outcomes of 6 core nursing competencies for improving patient care 
based on the six aims of quality healthcare put forth by the IOM. The QSEN initiative outcomes 
are responsible for revisions in formal nursing education and practice settings and have 
contributed to focusing nurses’ efforts to improve patient care (Sherwood, 2011). The QSEN 
competencies are recognized nationally as a standard for safe nursing care by educational 
institutions, nursing practice, state regulatory boards and national accrediting agencies. 
 The next logical step was to determine a means of measuring achievement of the QSEN 
core competencies. After extensive review of the literature, this author could not find any valid 
tool, other than a self-assessment tool, that directly measured QSEN competency in either pre-
licensure nursing students or new graduate RNs. Piscotty et al. (2013) created and validated a 
tool to measure pre-licensure students’ self -assessment of QSEN competency achievement 
(NQSSI©). With the approval of Piscotty et al., the author used this tool for this evidence based, 
change of practice, quality improvement project. 
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Along with the evolution of the QSEN initiative and the development of the NQSSI© was 
the release of the IOM (2010) report titled, The Future of Nursing: Leading Change, Advancing 
Health. This report recommended the adoption of nurse residency programs to replace traditional 
new hire RN orientation programs. NCSBN has authored an evidenced based Transition to 
Practice Model. The goal of this program is to promote patient safety by supporting newly 
licensed nurses during their critical entry period and progression into practice (NCSBN, 2008).  
The benefit of new graduate residency programs to the new nurse is a marked increase in 
competence, confidence and retention which will lead to increased quality of patient care (Park 
& Jones, 2010; Trepanier et al., 2012; Ulrich et al., 2010). According to Phillips, Kenny, 
Esterman and Smith (2013), a new graduate residency program enhances job satisfaction and is a 
positive method for addressing the inevitable stresses of role transition. The national movement 
toward improving patient care and safety, the defining and measuring of the QSEN core nursing 
competencies, as well as the call to improve new graduate transition to practice programs to 
narrow the education-practice gap served as the stimuli for this author’s project.  The author 
sought to maximize the impact of TMC’s new graduate RN residency program on the 
achievement of QSEN core competencies by new graduate RNs. This project showed that 
evidence based teaching/learning strategies targeting acquisition of the QSEN competencies and 
KSAs resulted in a significant improvement in core competencies. There was no evidence in the 
review of the literature that such a project had been conducted.  
The review of the literature began with a search of multiple library databases such as 
ProQuest, Fusion, PubMed (Medline) and the Cumulative Index to Nursing and Allied Health 
(CINAHL. Key words used in the search process were Quality and Safety Education for Nurses, 
quality improvement, safety, nurse residency programs, theory-practice gaps, evidence based 
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practice and competency. The review included only English language articles and studies 
published between 2007-2014. The search expanded to include books, older foundational 
publications, national reports and professional agency publications. The only limitation 
experienced by the author in the review of the literature process was access restriction to certain 
sites that require membership. The publications were eventually obtained thru other channels that 
had that membership.   
Barrier to Implementation/Limitations 
 There were no confounding or bias factors that might have affected the accuracy of the 
data obtained from the project. Imprecision may have resulted from new graduate RNs not 
accurately assessing their QSEN competencies. Generalizability is limited by the small sample 
size involved in this project.  
Due to the low cost of sustainability of this project, when compared to the benefit to the 
hospital, its nurses and patient care quality, it is unlikely that the observed gains will weaken 
over time. The organization expressed the intention to maintain the improvements long term.  
There was no need to adjust for or minimize limitations. Therefore, there were no effects 
of limitations on interpretation and application of results. Because of TMC’s strong support for 
their new graduate RN residency program and the project, there were no barriers that existed. 
There were no aspects of the process of change or the changes themselves that were dependent 
on locally distinctive/unique characteristics of the organization. Throughout the facility there is a 
culture of openness, honesty, high standards, and the obligation to deliver optimal patient care. 
Artifacts such as posters, flyers and banners remind the patients and staff of the mission, vision 
and values of the hospital.   Locally held assumptions about daily work and patient care did not 
affect the interpretation of results, but reinforced the project implementation. 
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No changes, other than the specific improvement intervention, occurred during the period 
of measurement that could have confounded the interpretation of the project’s apparent efficacy. 
There were no failures in, or harms from, the change process that occurred because of special 
local circumstances. No problems were created as a result of the characteristics and application 
of the measurement process and analytical techniques. 
Interpretation 
 There were no differences between the expected and the observed outcomes. The 
evidence based teaching/learning intervention had the intended effect on the QSEN 
competencies of new graduate RNs as reflected in the resurvey NQSSI© results. Due to the small 
sample size, inferring efficacy for other populations and drawing broad conclusions about the 
strength of the evidence from the intervention may not be justified. Modifications to the project 
that could improve future outcomes may include the infusion of QSEN based simulation 
scenarios, the addition of more case studies and additional learning activities to be completed in 
the patient care setting. According to Finkler et al. (2013), opportunity cost is a “measure of cost 
based on the value of the alternatives that are given up in order to use the resources as the 
organization has chosen” (p. 387). This project had no actual cost to the organization and 
because the resources (staff, participant time, physical resources) at the time had already been 
committed to the new graduate RN residency program, there were no opportunity costs 
experienced by TMC.  
 The inferences that can be drawn from this experience deal directly with the culture of 
the organization. From the facility’s immense support for allowing examination of their program 
and its processes to improve patient care and their willingness to change based on demonstrated 
evidence, one can infer that offering a program to improve new graduate RN transition to 
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practice would be met with enthusiasm. And it was. There was a high degree of agreement 
regarding the desirability of change. 
 The implications of the findings from this intervention for TMC’s leadership are both 
short-term and long-term. In the short-term, the acceptance of this project had a beneficial effect 
on their new graduate RNs and should be considered for future iterations.  In the long-term, 
leadership should examine and measure improvement in nurse retention, patient satisfaction, 
reduced practice errors and other measures of quality patient care.  
 This project helped understand the predictability of cause and effect in improvements of 
this type because the NQSSI© permitted the use of the “test, intervention, retest” methodology. 
Utilization of evidence based teaching/learning strategies can be expected to enhance QSEN 
competencies in new graduate RNs.  
 TMC has stated its commitment to developing its people. They followed thru on that 
pledge with their investment in a comprehensive new graduate RN residency program that 
protected the novice nurses from competing work commitments during their program. The 
elimination of competing commitments was ensured by directives to the staff not to schedule 
other work-related activities for the new graduate RNs on scheduled forum days. For their part, 
the new graduates were informed that their duty responsibility was to attend new graduate RN 
residency program activities. Attendance was taken and absences were followed up by the staff. 
Similarly, one can gain insight about the role of process owners and operators. If leadership 
assigns sufficient priority and provides adequate resources to support the process, those tasked 
with managing the process will take ownership and improvements will be sustained and spread.  
 The implications of this work for future professional and staff development abound. 
Since developing its people and improving patient care is a standard for the hospital, other 
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evidence based teaching/learning interventions can be developed for different areas of practice 
and for nurses with different levels of experience. The requirement for success is the same as 
stated for the new graduate RN residency program…adequate priority and sufficient resources. 
Conclusions 
 In conclusion, on a local level, this intervention proved very useful for TMC, providing a 
means to improve their new graduate RN residency program effectiveness. For other hospitals 
with similar characteristics and institutional principles, the intervention would most likely be 
effective. As noted above, further studies of improvement in such institutions may be possible 
with nurses at all levels of experience and in other patient care settings. 
 The processes and programs at TMC are guided by quality improvement principles. This 
was evident by the organization and maintenance of their new graduate RN residency program 
prior to the intervention. TMC’s willingness to allow and support the intervention demonstrates 
their belief in continuous quality improvement. Barring a change in TMC’s foundational guiding 
principles, maintenance of the improvement will simply be part of this fundamental approach to 
management.  
 Today’s healthcare environment is characterized by decreasing resources, increasing 
technological complexity and revolutionary changes in healthcare regulations and patient care 
expectations. This project experience made sense because TMC, following its core values, 
recognized an opportunity for improvement, accepted a proposal for change and realized the 
gains. The positive experience reinforces the institution’s attitude and commitment to evidence 
based change that will bring about acceleration in the professional development of novice nurses, 
which will result in an improvement of patient safety and quality of patient care.  
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Other Information 
 In this section, other factors relevant to the conduct and interpretation of the study will be 
considered. 
Funding 
This intervention was conducted as a DNP student evidence based, change of practice, 
quality improvement project. The costs of this project were minimal to the institution. All costs 
to the organization were already included in the allocated resources for the hospital’s new 
graduate RN residency program. The author (project manager) incurred a number of non-
remunerated costs related to hours invested in research, design of evidence based interventions, 
intervention delivery time, survey time, analysis of data and preparation of deliverables. Other 
non-reimbursed costs incurred by the project manager included administrative costs, secretarial 
support, office supplies, class materials, food for participants, transportation and miscellaneous 
costs (see Appendix L). Realistically, in planning this project for the future, the estimated costs 
listed in the budget should be taken into consideration for any future proposal of a similar 
intervention at this or any other healthcare facility. The initial cost of the project to the institution 
versus the benefits gained by retaining just one new graduate RN or preventing 1 costly practice 
error significantly offsets the price of this investment.  
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Appendix C 
 
Evidence Table of Published Research Relevant to QSEN Competencies and New Graduate RNs 
STUDY PURPOSE METHOD SETTING & SAMPLE FINDINGS & RELEVANCE 
EVIDENCE 
STRENGTH 
& 
QUALITY 
Barton, A.et al. (2009). A 
national Delphi to 
determine developmental 
progression of quality 
and safety competencies 
in nursing education. 
Nursing Outlook, 57, 
313-322 
To outline a 
developmental 
approach in 
curriculum 
design that 
might 
potentially 
inspire practice, 
reinforcement of 
learning and 
recognition of 
context of care. 
Delphi survey 
October 2008 
and February 
2009. 
18 subject matter experts 
from 16 different states 
sought to determine 
whether there is consensus 
on the developmental 
progression of QSEN 
KSAs. 
QSEN competencies were emphasized in curriculum 
development for advanced courses. Support for 
creation of curricular threads to facilitate student 
progressive achievement of QSEN competencies was 
validated. Attitude competencies should be emphasized 
at the intermediate level and knowledge competencies 
should be introduced at the advanced level. 
3B* 
Benner, P. et al. (2010). 
Educating Nurses: A Call 
for Radical 
Transformation. San 
Francisco, CA: Jossey-
Bass. 
To demonstrate 
how nursing 
education might 
build on its 
strengths and 
address its 
shortcomings in 
preparing 
students for 
nursing practice 
Carnegie 
National 
Nursing 
Education 
Study. Surveys 
and interviews. 
10,257 students, faculty 
and administrators. Study 
examined 3 dimensions of 
nursing education and 
formation.  
Authors recommend 4 controversial yet essential 
changes needed to transform education. Nurses are 
under-educated for the demands of practice. Nurse 
administrators are concerned about the practice-
education gap as it becomes harder for nursing 
education to keep pace with rapid changes driven by 
research and new technologies. 
3A* 
Cronenwett, L. et al. 
(2007). Quality and 
safety education for 
nurses. Nursing Outlook, 
55(3), 122-131. 
To develop 
definitions for 
the QSEN/IOM 
competencies 
and seek expert 
feedback.  
Two workshops 
and multiple e-
mail 
communication 
and focus 
groups. 
Authors led the process of 
KSA development for the 6 
QSEN competencies for 
pre-licensure education. 
Proposed KASs were presented to a special session of 
the National League for Nursing Educational Summit 
(2006) by the working group. Authors proposed KSA 
definitions and invited the profession to use, critique 
and continuously improve the KSAs, submit strategies 
to the QSEN website and share what is learned to 
improve nursing education.  
 
3B* 
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STUDY PURPOSE METHOD SETTING & SAMPLE FINDINGS & RELEVANCE 
EVIDENCE 
STRENGTH 
& 
QUALITY 
Institute of Medicine. 
(2003). Health 
professions education: A 
bridge to quality. 
National Academies 
Press, Washington DC. 
Follow-up 
report to the 
2001 IOM 
report “Crossing 
the Quality 
Chasm”. 
Integrating a 
core set of 
competencies: 
EBP, Patient - 
Centered Care, 
Interdisciplinary 
Teams, QI, 
Informatics into 
health 
professions 
education.  
Summit 
Committee 
150 participants across 
disciplines and 
occupations. 
Report calls for a redesign in the education of health 
care professionals. Recommends a variety of 
approaches to health education improvement including 
those related to oversight processes, the training 
environment, research, public reporting and leadership. 
The report establishes 10 major recommendations for 
reforming health professions education to improve 
quality and meet the changing needs of patients. 
4A** 
Kovner, C. et al. (2010). 
Health professions 
education: New nurses’ 
view of quality 
improvement education. 
The Joint Commission 
Journal on Quality and 
Patient Safety, 36(1), 29-
35. 
To develop QI 
skills necessary 
to identify gaps 
between current 
practice and best 
practice.  
Survey. Funded 
by the RWJF.  
436 new graduate nurse 
respondents from 51 
metropolitan areas and 9 
non-metropolitan rural 
areas in 34 states and D.C. 
Nursing educators and nursing program accreditors 
should make QI education their highest priority. 
3A* 
Maben, J, et al. (2006). 
The theory-practice gap: 
Impact of professional-
bureaucratic work 
conflict on newly-
qualified nurses. 
Journal of Advanced 
Nursing, 55(4), 465-477. 
 
  
To examine the 
impact of 
nursing 
education 
Project 2000 
reforms in the 
UK. 
Longitudinal 
study in 3 
educational 
institutions in 
the United 
Kingdom. 
analysis of 
interviews. 
72 final year nursing 
students. 
A number of professional and organizational factors 
negatively impacted new nurses’ values they received 
during their educational programs. The disparity 
between education and practice may have significant 
impact on the future of nursing. 
3A* 
NARROWING THE QSEN COMPETENCY GAP     70 
  
STUDY PURPOSE METHOD SETTING & SAMPLE FINDINGS & RELEVANCE 
EVIDENCE 
STRENGTH 
& 
QUALITY 
Park, M. et al. (2010). A 
retention strategy for 
newly graduated nurses. 
Journal for Nurses in 
Staff Development, 26(4), 
142-149. 
A literature 
review 
examining the 
most useful 
interventions 
used in the 
orientation 
programs that 
reported 
positive effects 
on new nurses. 
Integrative 
literature review 
of orientation 
programs. 
Followed Cooper’s 5-stage 
process for the integrative 
literature review. Limited 
to research conducted in 
U.S. hospitals. 99 relevant 
citations were retrieved 
from library databases and 
the internet. 
Innovative orientation programs have strong merits: 
they facilitate transition to the practice environment 
and promote retention of newly graduated RNs. 
4A** 
Phillips, C. et al. (2013). 
A secondary data 
analysis examining the 
needs of graduate nurses 
in their transition to a 
new role. Nurse 
Education in Practice, 
14, 106-111.  
What supportive 
institutional 
practices can 
result in 
successful nurse 
transition. 
Secondary 
analysis of an 
existing data set. 
Two qualitative data sets, 8 
focus group interviews 
(n=67) and participant 
responses to open-ended 
questions on a survey 
(n=392). 
Effective RN graduate transition improves job 
satisfaction and is a valuable strategy to address the 
ongoing pressures of recruitment and retention of new 
graduates. Positive graduate nurse transitions can 
decrease role adjustment difficulties. 
3B* 
Piscotty, R.et al. (2013). 
Initial psychometric 
evaluation of the nursing 
quality and safety self-
inventory. Journal of 
Nursing Education, 
52(5), 269-274. 
To develop a 
psychometric 
evaluation of the 
Nursing Quality 
and Safety Self-
Inventory 
(NQSSI®). 
Students 
completed 
NQSSI®.  Data 
were analyzed 
using PASW 
statistics 18.0 
software. 
176 BSN pre-licensure 
students. 
The NQSSI® assess nursing students’ self-rated 
quality and safety knowledge and attitudes related to 
the 6 QSEN competencies. The results from this study 
provides support for the reliability and validity of the 
NQSSI© as an instrument to measure self-rated quality 
and safety competencies of nursing students. 
2A* 
Pollard, M. et al. (2014). 
Assessment of quality 
and safety education in 
nursing: A New York 
state perspective. Nursing 
Education Perspectives, 
35(4), 224-229. 
To determine 
the extent of 
integration of 
QSEN 
competencies 
and learning 
strategies into 
pre-licensure 
nursing 
curricula in NY 
state. 
Survey 147 faculty and 
administrators from 98 
schools in NY (ADN, 
BSN). 
Faculty/administrators reported a high level of 
satisfaction with student competency development and 
a high level of faculty expertise to teach QSEN 
competencies. However, data reflected that faculty 
have less expertise in the areas of informatics, QI and 
EBP. 
3A* 
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STUDY PURPOSE METHOD SETTING & SAMPLE FINDINGS & RELEVANCE 
EVIDENCE 
STRENGTH 
& 
QUALITY 
Romyn, D. et al. (2009). 
Successful transition of 
the new graduate nurse. 
International Journal of 
Nursing Education 
Scholarship, 6(1), 1-17. 
To examine why 
20% of new RN 
graduates leave 
nursing within 3 
years of 
graduation. 
Discussion 
groups and input 
via faxes and e-
mails.  
186 new graduates, staff 
nurses, employers and 
educators. 
The findings of this study suggest a need to examine 
underlying concepts of practice readiness and to focus 
on nurturing new graduates’ successful transition to the 
practice environment. Sustainable, EBP solutions are 
necessary to resolve the complex issues of new 
graduates leaving the profession. 
3B* 
Rush, K. et al. (2013). 
Best practices of formal 
new graduate nurse 
transition programs: An 
integrative review. 
International Journal of 
Nursing Studies, 50, 345-
356. 
To identify the 
best practices of 
formal new 
graduate nurse 
transition 
programs. 
Literature 
review.  
Followed Cooper’s 5-stage 
approach to integrative 
review. Utilized 12 years of 
nursing research literature – 
47 articles reviewed. 
The existence of a formal new graduate RN transition 
program resulted in acceptable retention rates and 
enhanced competency. New graduate education should 
focus on skill development. In addition, preceptors 
should receive formal training and for the first 6-9 
months, the graduate should have formal support and 
opportunities for interaction with peers. 
4B** 
Sherwood, G. et al. 
(2011). Integrating 
quality and safety science 
in nursing education and 
practice. Journal of 
Research in Nursing, 16, 
226-239. 
To describe a 
changes taking 
place in nursing 
education in the 
U.S. to integrate 
quality and 
safety 
competencies 
thru the QSEN 
project. 
Survey. 595 graduating students 
completed survey. 
Majority of students reported that quality and safety 
knowledge and skills were included in their nursing 
programs, although there was a wide variability among 
schools in their level of coverage. Patient-Centered 
Care, Safety and EBP represented the highest 
concentration related to QSEN competencies, while 
Teamwork and Collaboration and QI topics were 
covered the least. 
3A* 
Trepanier, S. et al. (2012) 
New graduate nurse 
residency program: A 
cost-benefit analysis 
based on turnover and 
contract labor usage. 
Nursing Economic$, 
30(4), 207-214. 
 
 
 
Cost-benefit 
analysis of new 
graduate 
residency 
program. 
Secondary  
analysis of new 
graduate RNs 
was conducted 
including 
descriptive and 
step-wise 
regression 
analyses. 
524 new graduate RNs. 
 
A healthcare corporation 
that owns and operates 49 
acute care hospitals across 
the nation. The residency 
program was conducted in 
15 of these hospitals. 
New graduate residency programs were associated 
with a decrease in 12-month turnover rates from 
36.08% to 6.41% and reduction in contract labor usage 
from $19,099 to $5,490. These cost-benefit analyses 
suggest net savings between $10-$50 per patient day 
when compared to traditional methods of orientation. 
2A* 
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* JHNEBP Research Evidence Appraisal - The Johns Hopkins Hospital/The Johns Hopkins University 
** JHNEBP Non-Research Evidence Appraisal - The Johns Hopkins Hospital/The Johns Hopkins University 
 
 
 
STUDY PURPOSE METHOD SETTING & SAMPLE FINDINGS & RELEVANCE 
EVIDENCE 
STRENGTH 
& 
QUALITY 
Ulrich, B. et al. (2010). 
Improving retention, 
confidence, and 
competence of new 
graduate nurses: Results 
from a 10-year 
longitudinal data base. 
Nursing Economic$, 
28(6), 363-375. 
Provide 
persuasive 
evidence that 
both new 
graduate nurses 
and their 
organizations 
benefit from the 
implementation 
of a structured 
new graduate 
residency 
program. 
10 year 
longitudinal 
study 
6000+ new graduate 
nurses. 
Author is VP of Versant. Study found that both new 
graduate nurses and their employers benefit from a 
formal, in-depth RN transition program that includes 
theory, skill development, professional support and 
involvement of stakeholders. 
3A* 
Wolff, A. et al. (2010). 
New graduate practice 
readiness: Perspectives 
on the context shaping 
our understanding and 
expectations. Nurse 
Education Today, 30(2), 
187-191. 
To understand 
the perspectives 
of nurses about 
new graduate 
nurse practice 
readiness and 
the underlying 
context shaping 
these 
perspectives. 
Focus groups. 150 Canadian nurses with 
greater than 2 years of 
nursing experience. 
There was a prevailing perception in some of the focus 
groups that diploma prepared nurses were better 
equipped to enter practice settings and perform 
competently than their BSN counterparts. Possibly due 
to lack of BSN practical experience hours available to 
students. Study also revealed some of the historical and 
social contexts which shape nurses perspectives of new 
graduate practice readiness.  
3B* 
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Appendix D 
 
Benner’s Domains of Nursing Practice and Competencies 
 
 
Domains of Nursing Practice Competencies 
1. The Helping Role - The Healing Relationship: Creating a Climate for and 
   Establishing a Commitment for Healing 
-  Providing Comfort Measures and Preserving 
   Personhood in the Face of Pain and Extreme Breakdown 
-  Presencing: Being with a Patient 
-  Maximizing the Patient’s Participation and Control in 
    His or Her Own Recovery 
-  Interpreting Kinds of Pain and Selecting Appropriate 
   Strategies for Pain Management and  Control 
-  Providing Comfort and Communication through Touch 
-  Proving Emotional and Informational Support to 
   Patients’ Families 
-  Guiding a Patient through Emotional and Developmental 
   Change:  Providing New Options, Closing off Old Ones: 
   Channeling, Teaching, Mediating 
2.  The Teaching-Coaching 
      Function 
- Timing: Capturing a Patient’s Readiness to Learn 
-  Assisting Patients to Integrate the Implications of Illness 
   and Recovery into Their Lifestyles 
-  Eliciting and Understanding the Patient’s Interpretation 
   of His or Her Illness 
-  Providing an Interpretation of the Patient’s Condition 
   and Giving a Rationale for Procedures 
-  The Coaching Function: Making Culturally Avoided 
   Aspects of an Illness Approachable and Understandable 
3.  The Diagnostic and Patient -  
     Monitoring Function 
-  Detection and Documentation of Significant Changes in 
   a Patient’s Condition 
-  Providing an Early Warning Signal: Anticipating 
   Breakdown and Deterioration Prior to Explicit 
   Confirming Diagnostic Signs 
-  Anticipating Problems: Future Think 
-  Understanding the Particular Demands and Experiences 
   of an Illness: Anticipating Patient Care Needs 
-  Assessing the Patient’s Potential for Wellness and for 
   Responding to Various Treatment Strategies 
 
 
 
Domains of Nursing Practice Competencies 
4. Effective Management of -  Skilled Performance in Extreme Life-Threatening 
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    Rapidly Changing Situations    Emergencies: Rapid Grasp of a Problem 
-  Contingency Management: Rapid Matching of Demands 
   and Resources in Emergency Situations 
-  Identifying and Managing a Patient Crisis Until 
   Physician Assistance is Available  
5.  Administering and Monitoring 
     Therapeutic Interventions and 
     Regimens     
-  Starting and Maintaining Intravenous Therapy with 
   Minimal Risks and Complications 
-  Administering Medications Accurately and Safely: 
   Monitoring Untoward Effects, Reactions, Therapeutic 
   Responses, Toxicity and Compatibilities. 
-  Combatting the Hazards of Immobility: Preventing 
   and Intervening with Skin Breakdown, Ambulating and 
   Exercising Patients to Maximize Mobility and 
   Rehabilitation, Preventing Respiratory Complications 
-  Creating a Wound Management Strategy That Fosters 
    Healing, Comfort, and Appropriate Drainage   
6.  Monitoring and Ensuring the 
     Quality of Health Care 
     Practices 
-  Providing a Backup System to Ensure Safe Medical and 
   Nursing Care 
-  Assessing What Can Be Safely Omitted from or Added 
   to Medical Orders 
-  Getting Appropriate Responses from Physicians 
7.  Organizational and Work-Role 
     Competencies 
-  Coordinating, Ordering, and Meeting Multiple Patient 
   Needs and Requests: Setting Priorities 
-  Building and Maintaining a Therapeutic Team to 
   Provide Optimum Therapy 
-  Coping with Staff Shortages and High Turnover    
 
 
Adapted from “From Novice to Expert” by P. Benner, 1984, Menlo Park, CA: Addison Wesley. 
 
 
 
 
 
 
Appendix E 
Malcolm S. Knowles’ Adult Teaching and Learning Principles  
1.  Faculty 
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     a.   Relate to learners with value and respect for their feelings and ideas 
     b.   Create a comfortable psychological and physical environment that facilitates learning 
     c.   Involve learners in assessing and determining their learning needs 
     d.   Collaborate with learners in planning the course content and the instructional strategies 
     e.   Help learners to make maximum use of their own experiences within the learning process 
     f.   Assist learners in developing their own learning contracts 
     g.  Assist learners in developing strategies to meet their learning objectives 
     h.  Assist learners in identifying the resources to help meet their learning objectives 
     i.   Assist learners in developing their learning activities  
     j.   Assist learners in implementing their learning strategies 
     k.  Encourage participation in cooperative activities with other learners 
     l.   Introduce learners to new opportunities for self-fulfillment 
     m.  Assist learners in developing their plan for self, peer, and faculty evaluation 
2.  Learners 
     a.   Accept responsibility for collaborating in the planning of their experiences 
     b.   Adopt goals of learning experiences as their goals 
     c.   Actively participate in the learning experience 
     d.   Pace their own learning 
     e.   Participate in monitoring their own progress 
Adapted from “Teaching in Nursing: A Guide for Faculty (3rd ed.)” by D.M. Billings and J.A. 
Halstead, 2009, St. Louis, MO: Saunders. 
 
Appendix F 
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Appendix G
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Appendix H 
 
From: Peggy MacMacken [mailto:Peggy.MacMacken@tmcaz.com]  
Sent: Wednesday, October 01, 2014 9:23 AM 
To: Marty Mayhew 
Subject: RE: DNP Comprehensive Project 
 
Hi Marty, 
Just spoke with our Legal Department and they said there is no problem using TMC name in 
your paper.  Thanks for asking. 
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The Plan Do Study Act (PDSA) process/cycle was developed by Dr. W. Edwards Deming.  This 
four-step model is researched-based and 
processes and products (Shomaker, 2009)
  
 
 
Appendix I 
 
 
is used for the control and continuous improvement of 
.  
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Appendix J 
Nursing Quality and Safety Self-Inventory© (NQSSI©) 
Directions:  
1. Please rate your level of agreement with each of the QSEN competency area statements 
listed below by clearing marking the box that corresponds with your level of agreement.   
 
Example: 
 
Strongly 
Agree 
Agree Somewhat 
Agree 
Neutral Somewhat 
Disagree 
Disagree Strongly 
Disagree 
 X      
 
2. A definition for each competency area has been provided below to enhance your 
understanding of the area.   
 
3. There are three statements under each competency category which ask you to rate your 
knowledge, skills, and attitudes in regard to that area.   
 
4. Knowledge, skills, and attitudes are defined as: 
 
a. Knowledge: Theoretical or practical understanding necessary to provide safe and 
quality nursing care. 
 
b. Skill: Abilities, expertise, or dexterity necessary to provide safe and quality 
nursing care. 
 
c. Attitudes: A settled way of thinking or feeling regarding the competency area that 
is necessary to provide safe and quality nursing care. 
 
5. Please refer to the definitions and KASs in the accompanying QSEN booklet when rating 
each statement. 
 
6. Please be honest of your true ratings.  This rating will not be shared with your peers. 
 
 
The NQSSI© is authored and copyrighted by Ronald Piscotty and Claudia Grobbel. Written permission granted by 
authors on 3/25/2014. 
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Patient-Centered Care 
 
Definition: Recognize the patient or designee as the source of control and full partner in 
providing compassionate and coordinated care based on respect for patient’s preferences, values, 
and needs. 
 
1. I feel confident that I have the necessary knowledge to practice patient-centered 
nursing care: 
 
Strongly 
Agree 
Agree Somewhat 
Agree 
Neutral Somewhat 
Disagree 
Disagree Strongly 
Disagree 
 
 
 
      
 
2. I feel confident that I have the necessary skills to practice patient-centered nursing 
care: 
 
Strongly 
Agree 
Agree Somewhat 
Agree 
Neutral Somewhat 
Disagree 
Disagree Strongly 
Disagree 
 
 
 
      
 
3. I feel confident that I have the necessary attitudes to practice patient-centered 
nursing care: 
 
Strongly 
Agree 
Agree Somewhat 
Agree 
Neutral Somewhat 
Disagree 
Disagree Strongly 
Disagree 
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Teamwork and Collaboration 
 
Definition: Function effectively within nursing and inter-professional teams, fostering open 
communication, mutual respect, and shared decision-making to achieve quality patient care. 
 
 
4. I feel confident that I have the necessary knowledge to ensure an effective nursing 
practice based on teamwork and collaboration: 
 
Strongly 
Agree 
Agree Somewhat 
Agree 
Neutral Somewhat 
Disagree 
Disagree Strongly 
Disagree 
 
 
 
      
 
5. I feel confident that I have the necessary skills to ensure an effective nursing 
practice based on teamwork and collaboration: 
 
Strongly 
Agree 
Agree Somewhat 
Agree 
Neutral Somewhat 
Disagree 
Disagree Strongly 
Disagree 
 
 
 
      
 
6. I feel confident that I have the necessary attitudes to ensure an effective nursing 
practice based on teamwork and collaboration: 
 
Strongly 
Agree 
Agree Somewhat 
Agree 
Neutral Somewhat 
Disagree 
Disagree Strongly 
Disagree 
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Evidenced-Based Practice (EBP) 
 
Definition: Integrate best current evidence with clinical expertise and patient/family preferences 
and values for delivery of optimal health care. 
 
7.   I feel confident that I have the necessary knowledge to achieve an evidenced-based 
      nursing practice: 
 
Strongly 
Agree 
Agree Somewhat 
Agree 
Neutral Somewhat 
Disagree 
Disagree Strongly 
Disagree 
 
 
 
      
 
8.   I feel confident that I have the necessary skills to achieve an evidenced-based 
      nursing practice: 
 
Strongly 
Agree 
Agree Somewhat 
Agree 
Neutral Somewhat 
Disagree 
Disagree Strongly 
Disagree 
 
 
 
      
 
9.   I feel confident that I have the necessary attitudes to achieve an evidenced-based 
      nursing practice: 
 
Strongly 
Agree 
Agree Somewhat 
Agree 
Neutral Somewhat 
Disagree 
Disagree Strongly 
Disagree 
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Quality Improvement (QI) 
 
Definition: Use data to monitor the outcomes of care processes and use improvement methods to 
design and test changes to continuously improve the quality and safety of health care systems. 
 
10.  I feel confident that I have the necessary knowledge to participate in quality 
       improvement (QI) in nursing practice: 
 
Strongly 
Agree 
Agree Somewhat 
Agree 
Neutral Somewhat 
Disagree 
Disagree Strongly 
Disagree 
 
 
 
      
 
11.  I feel confident that I have the necessary skills participate in quality improvement 
       (QI) in nursing practice: 
 
Strongly 
Agree 
Agree Somewhat 
Agree 
Neutral Somewhat 
Disagree 
Disagree Strongly 
Disagree 
 
 
 
      
 
12.  I feel confident that I have the necessary attitudes to participate in quality 
       improvement (QI) in nursing practice: 
 
Strongly 
Agree 
Agree Somewhat 
Agree 
Neutral Somewhat 
Disagree 
Disagree Strongly 
Disagree 
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Safety 
 
Definition: Minimize risk of harm to patients and providers through both system effectiveness 
and individual performance. 
 
13.  I feel confident that I have the necessary knowledge to deliver safe nursing care: 
 
 
Strongly 
Agree 
Agree Somewhat 
Agree 
Neutral Somewhat 
Disagree 
Disagree Strongly 
Disagree 
 
 
 
      
 
14.  I feel confident that I have the necessary skills to deliver safe nursing care: 
 
Strongly 
Agree 
Agree Somewhat 
Agree 
Neutral Somewhat 
Disagree 
Disagree Strongly 
Disagree 
 
 
 
      
 
15.  I feel confident that I have the necessary attitudes to deliver safe nursing care: 
 
Strongly 
Agree 
Agree Somewhat 
Agree 
Neutral Somewhat 
Disagree 
Disagree Strongly 
Disagree 
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Informatics 
 
Definition: Use information and technology to communicate, manage knowledge, mitigate error, 
and support decision-making. 
 
16.  I feel I have the necessary knowledge to integrate and utilize technology in nursing 
       practice: 
 
Strongly 
Agree 
Agree Somewhat 
Agree 
Neutral Somewhat 
Disagree 
Disagree Strongly 
Disagree 
 
 
 
      
 
17.  I feel I have the necessary skills to integrate and utilize technology in nursing  
       practice: 
 
Strongly 
Agree 
Agree Somewhat 
Agree 
Neutral Somewhat 
Disagree 
Disagree Strongly 
Disagree 
 
 
 
      
 
18.  I feel I have the necessary attitudes to integrate and utilize technology in nursing 
       practice: 
 
Strongly 
Agree 
Agree Somewhat 
Agree 
Neutral Somewhat 
Disagree 
Disagree Strongly 
Disagree 
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Appendix K 
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Appendix L 
PATIENT-CENTERED CARE 
Definition: Recognize the patient or designee as the source of control and full partner in providing compassionate 
and coordinated care based on respect for patient’s preferences, values, and needs. 
Knowledge Skills Attitudes 
Integrate understanding of multiple dimensions of patient 
centered care: 
• patient/family/community preferences, values 
• coordination and integration of care 
• information, communication, and education 
• physical comfort and emotional support 
• involvement of family and friends 
• transition and continuity 
Describe how diverse cultural, ethnic and social backgrounds 
function as sources of patient, family, and community values 
Elicit patient values, preferences and 
expressed needs as part of clinical 
interview, implementation of care plan 
and evaluation of care 
 
Communicate patient values, 
preferences and expressed needs to 
other members of health care team 
Provide patient-centered care with 
sensitivity and respect for the diversity 
of human experience 
Value seeing health care situations 
“through patients’ eyes” 
Respect and encourage individual 
expression of patient values, 
preferences and expressed needs 
Value the patient’s expertise with own 
health and symptoms 
Seek learning opportunities with 
patients who represent all aspects of 
human diversity 
Recognize personally held attitudes 
about working with patients from 
different ethnic, cultural and social 
backgrounds 
Willingly support patient-centered 
care for individuals and groups whose 
values differ from own 
Demonstrate comprehensive understanding of the concepts of 
pain and suffering, including physiologic models of pain and 
comfort. 
Assess presence and extent of pain and 
suffering 
Assess levels of physical and 
emotional comfort 
Elicit expectations of patient & family 
for relief of pain, discomfort, or 
suffering 
Initiate effective treatments to relieve 
pain and suffering in light of patient 
values, preferences and expressed eds 
Recognize personally held values and 
beliefs about the management of pain 
or suffering 
Appreciate the role of the nurse in 
relief of all types and sources of pain 
or suffering 
Recognize that patient expectations 
influence outcomes in management of 
pain or suffering 
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Examine how the safety, quality and cost effectiveness of 
health care can be improved through the active involvement of 
patients and families 
Examine common barriers to active involvement of patients in 
their own health care processes 
Describe strategies to empower patients or families in all 
aspects of the health care process 
Remove barriers to presence of 
families and other designated 
surrogates based on patient preferences 
Assess level of patient’s decisional 
conflict and provide access to 
resources 
Engage patients or designated 
surrogates in active partnerships that 
promote health, safety and well-being, 
and self-care management 
Value active partnership with patients 
or designated surrogates in planning, 
implementation, and evaluation of 
care 
Respect patient preferences for degree 
of active engagement in care process 
Respect patient’s right to access to 
personal health records 
Explore ethical and legal implications of patient-centered care 
Describe the limits and boundaries of therapeutic patient-
centered care 
Recognize the boundaries of 
therapeutic relationships 
Facilitate informed patient consent for 
care 
Acknowledge the tension that may 
exist between patient rights and the 
organizational responsibility for 
professional, ethical care 
Appreciate shared decision-making 
with empowered patients and families, 
even when conflicts occur 
Discuss principles of effective communication 
Describe basic principles of consensus building and conflict 
resolution 
Examine nursing roles in assuring coordination, integration, 
and continuity of care 
Assess own level of communication 
skill in encounters with patients and 
families 
Participate in building consensus or 
resolving conflict in the context of 
patient care 
Communicate care provided and 
needed at each transition in care 
Value continuous improvement of 
own communication and conflict 
resolution skills 
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TEAMWORK AND COLLABORATION 
Definition: Function effectively within nursing and inter-professional teams, fostering open communication, mutual 
respect, and shared decision-making to achieve quality patient care. 
Knowledge Skills Attitudes 
Describe own strengths, limitations, and 
values in functioning as a member of a team 
Demonstrate awareness of own strengths and 
limitations as a team member 
Initiate plan for self-development as a team 
member 
Act with integrity, consistency and respect for 
differing views 
Acknowledge own potential to contribute to 
effective team functioning 
Appreciate importance of intra- and inter-
professional collaboration 
Describe scopes of practice and roles of health 
care team members 
Describe strategies for identifying and 
managing overlaps in team member roles and 
accountabilities 
Recognize contributions of other individuals 
and groups in helping patient/family achieve 
health goals 
Function competently within own scope of 
practice as a member of the health care team 
Assume role of team member or leader based on 
the situation 
Initiate requests for help when appropriate to 
situation 
Clarify roles and accountabilities under 
conditions of potential overlap in team member 
functioning 
Integrate the contributions of others who play a 
role in helping patient/family achieve health 
goals 
Value the perspectives and expertise of all 
health team members 
Respect the centrality of the patient/family as 
core members of any health care team 
Respect the unique attributes that members 
bring to a team, including variations in 
professional orientations and accountabilities 
Analyze differences in communication style 
preferences among patients and families, 
nurses and other members of the health team 
Describe impact of own communication style 
on others 
Discuss effective strategies for 
communicating and resolving conflict 
Communicate with team members, adapting 
own style of communicating to needs of the 
team and situation 
Demonstrate commitment to team goals 
Solicit input from other team members to 
improve individual, as well as team, 
performance 
Initiate actions to resolve conflict 
 
Value teamwork and the relationships upon 
which it is based 
Value different styles of communication used 
by patients, families and health care providers 
Contribute to resolution of conflict and 
disagreement 
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Describe examples of the impact of team 
functioning on safety and quality of care 
Explain how authority gradients influence 
teamwork and patient safety 
Follow communication practices that minimize 
risks associated with handoffs among providers 
and across transitions in care 
Assert own position/perspective in discussions 
about patient care 
Choose communication styles that diminish the 
risks associated with authority gradients among 
team members 
Appreciate the risks associated with handoffs 
among providers and across transitions in 
care 
Identify system barriers and facilitators of 
effective team functioning 
Examine strategies for improving systems to 
support team functioning 
Participate in designing systems that support 
effective teamwork 
Value the influence of system solutions in 
achieving effective team functioning 
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EVIDENCE-BASED PRACTICE (EBP) 
Definition: Integrate best current evidence with clinical expertise and patient/family preferences and values for 
delivery of optimal health care. 
Knowledge Skills Attitudes 
Demonstrate knowledge of basic scientific methods 
and processes 
Describe EBP to include the components of 
research evidence, clinical expertise and 
patient/family values. 
Participate effectively in appropriate data 
collection and other research activities 
Adhere to Institutional Review Board 
(IRB) guidelines 
Base individualized care plan on patient 
values, clinical expertise and evidence 
Appreciate strengths and weaknesses of 
scientific bases for practice 
Value the need for ethical conduct of research 
and quality improvement 
Value the concept of EBP as integral to 
determining best clinical practice 
Differentiate clinical opinion from research and 
evidence summaries 
Describe reliable sources for locating evidence 
reports and clinical practice guidelines 
Read original research and evidence 
reports related to area of practice 
Locate evidence reports related to 
clinical practice topics and guidelines 
Appreciate the importance of regularly reading 
relevant professional journals 
Explain the role of evidence in determining best 
clinical practice 
Describe how the strength and relevance of 
available evidence influences the choice of 
interventions in provision of patient-centered care 
Participate in structuring the work 
environment to facilitate integration of 
new evidence into standards of practice 
Question rationale for routine 
approaches to care that result in less-
than-desired outcomes or adverse events 
Value the need for continuous improvement in 
clinical practice based on new knowledge 
Discriminate between valid and invalid reasons for 
modifying evidence-based clinical practice based 
on clinical expertise or patient/family preferences 
Consult with clinical experts before 
deciding to deviate from evidence-based 
protocols 
Acknowledge own limitations in knowledge 
and clinical expertise before determining when 
to deviate from evidence-based best practices 
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QUALITY IMPROVEMENT (QI) 
Definition: Use data to monitor the outcomes of care processes and use improvement methods to design and test 
changes to continuously improve the quality and safety of health care systems. 
Knowledge Skills Attitudes 
Describe strategies for learning about the outcomes of 
care in the setting in which one is engaged in clinical 
practice 
Seek information about outcomes of care 
for populations served in care setting 
Seek information about quality 
improvement projects in the care setting 
Appreciate that continuous quality 
improvement is an essential part of the 
daily work of all health professionals 
Recognize that nursing and other health professions 
students are parts of systems of care and care processes 
that affect outcomes for patients and families 
Give examples of the tension between professional 
autonomy and system functioning 
Use tools (such as flow charts, cause-
effect diagrams) to make processes of care 
explicit 
Participate in a root cause analysis of a 
sentinel event 
Value own and others’ contributions to 
outcomes of care in local care settings 
Explain the importance of variation and measurement 
in assessing quality of care 
Use quality measures to understand 
performance 
Use tools (such as control charts and run 
charts) that are helpful for understanding 
variation 
Identify gaps between local and best 
practice 
Appreciate how unwanted variation 
affects care 
Value measurement and its role in good 
patient care 
Describe approaches for changing processes of care Design a small test of change in daily 
work (using an experiential learning 
method such as Plan-Do-Study-Act) 
Practice aligning the aims, measures and 
changes involved in improving care 
Use measures to evaluate the effect of 
change 
Value local change (in individual practice 
or team practice on a unit) and its role in 
creating joy in work 
Appreciate the value of what individuals 
and teams can to do to improve care 
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SAFETY 
Definition: Minimizes risk of harm to patients and providers through both system effectiveness and individual 
performance. 
Knowledge Skills Attitudes 
Examine human factors and other basic safety 
design principles as well as commonly used unsafe 
practices (such as, work-arounds and dangerous 
abbreviations) 
Describe the benefits and limitations of selected 
safety-enhancing technologies (such as, barcodes, 
Computer Provider Order Entry, medication pumps, 
and automatic alerts/alarms) 
Discuss effective strategies to reduce reliance on 
memory 
Demonstrate effective use of 
technology and standardized 
practices that support safety and 
quality 
Demonstrate effective use of 
strategies to reduce risk of harm to 
self or others 
Use appropriate strategies to reduce 
reliance on memory (such as, forcing 
functions, checklists) 
Value the contributions of 
standardization/reliability to safety 
Appreciate the cognitive and physical limits of 
human performance 
Delineate general categories of errors and hazards 
in care 
Describe factors that create a culture of safety (such 
as, open communication strategies and 
organizational error reporting systems) 
Communicate observations or 
concerns related to hazards and 
errors to patients, families and the 
health care team 
Use organizational error reporting 
systems for near miss and error 
reporting 
Value own role in preventing errors 
Describe processes used in understanding causes of 
error and allocation of responsibility and 
accountability (such as, root cause analysis and 
failure mode effects analysis) 
Participate appropriately in analyzing 
errors and designing system 
improvements 
Engage in root cause analysis rather 
than blaming when errors or near 
misses occur 
Value vigilance and monitoring (even of own 
performance of care activities) by patients, 
families, and other members of the health care 
team 
Discuss potential and actual impact of national 
patient safety resources, initiatives and regulations 
Use national patient safety resources 
for own professional development 
and to focus attention on safety in 
care settings 
Value relationship between national safety 
campaigns and implementation in local practices 
and practice settings 
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INFORMATICS 
Definition: Use information and technology to communicate, manage knowledge, mitigate error, and support 
decision making. 
Knowledge Skills Attitudes 
Explain why information and technology skills are 
essential for safe patient care 
Seek education about how 
information is managed in care 
settings before providing care 
Apply technology and information 
management tools to support safe 
processes of care 
Appreciate the necessity for all health 
professionals to seek lifelong, continuous 
learning of information technology skills 
Identify essential information that must be available 
in a common database to support patient care 
Contrast benefits and limitations of different 
communication technologies and their impact on 
safety and quality 
Navigate the electronic health record 
Document and plan patient care in 
an electronic health record 
Employ communication 
technologies to coordinate care for 
patients 
Value technologies that support clinical decision-
making, error prevention, and care coordination 
Protect confidentiality of protected health 
information in electronic health records 
Describe examples of how technology and 
information management are related to the quality and 
safety of patient care 
Recognize the time, effort, and skill required for 
computers, databases and other technologies to 
become reliable and effective tools for patient care 
Respond appropriately to clinical 
decision-making supports and alerts 
Use information management tools 
to monitor outcomes of care 
processes 
Use high quality electronic sources 
of healthcare information 
Value nurses’ involvement in design, selection, 
implementation, and evaluation of information 
technologies to support patient care 
 
REFERENCES 
1
 Institute of Medicine. Health professions education: A bridge to quality. Washington DC: National Academies 
Press; 2003. 
2
 Cronenwett, L., Sherwood, G., Barnsteiner J., Disch, J., Johnson, J., Mitchell, P., Sullivan, D., Warren, J. (2007). 
Quality and safety education for nurses. Nursing Outlook, 55(3)122-131. 
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Appendix M 
Project Budget 
General Expenditures Cost 
     Administrative Costs (telephone, internet, workspace)  $100.00 
     Secretarial (formatting, editing) $200.00 
     Office Supplies (paper, toner, scanning at Kinko’s) $225.00 
Training Resources  
     Materials for the Classes (handouts) $125.00 
     Food for Participants $375.00 
Travel to Project Site  
     Travel to and from Project Site $50.00 
     Miscellaneous (meals) $75.00 
Salary*  
     Presentations and Prep: 6 @ 4 hours/presentation @ $75.00/hour $1,800.00  
     Meetings: 6 @ 2 hours/meeting @ $75.00/hour  $900.00  
     Correspondence: 6 @ 1 hour/correspondence @ $75.00/hour $450.00  
     Research: 30 hours @ $75.00/hour $2,250.00  
     Data Analysis and Reports: 22 hours @ $75.00/hour $1,650.00  
     Salary Subtotal before fringe: 94 hours @ $75.00/hour $7,050.00 
     Fringe: 35% x Salary Subtotal of $7,050.00  $2,467.50 
Investment Costs $10,667.50 
Discount Rate (DR) = 10% x Investment Costs/year $1,066.75 
NPV (investment cost + interest cost) $11,734.25 
*Salary plus fringe figures were not realized. They were calculated based on the actual time spent 
on the project and the project per hour salary of an experienced hospital staff registered nurse. 
Appendix N 
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Cost-Benefit Tables 
 
Table 1. 
Project Costs 
Item Cost 
General Expenditures $525.00 
Training Resources $500.00 
Travel to Project Site $125.00 
Salary $9417.50 
Investment Costs $10,667.50 
Discount Rate (DR) = 10% x Investment Costs/year $1,066.75 
NPV (investment cost + interest cost) $11,734.25 
 
 
 
Table 2. 
Project Benefits 
Item Value 
Eliminating two medication errors @ $5,857.00/error $11,714.00 
Retaining 1 New Graduate RN @ $85,000.00 per New Graduate RN $85,000.00 
Total Estimated Value $96,714.00 
 
The measure of profitability is if Benefit / Cost  >  1 
 
In the case of this project where the Medical Center had no costs, the above fraction is undefined 
but can be described as profitable because of the potential gain of $96,714.00 without cost. 
 
Had all the cost in Table 1 above been borne by the Medical Center, Benefit / Cost would be, 
$96,714.00  / $11,734.25 = 8.24, greater than 1 and still profitable.   
 
Appendix O 
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Responsibility Matrix  
 
                                                                                                                Project Team             
Tasks    Project 
Manager 
Hospital 
Executive 
Nurse 
Educators 
New 
Grad 
RNs 
Identify Healthcare Facility Cohort #1 
 R S  
Review facility mission, vision and goals R S S  
Establish New Graduate RN Residency Program Quality 
Improvement (QI) Committee  S R S 
 
Determine scope, content and logistics of project S R S  
Select appropriate measurement tool.  R    
Develop survey and timelines based on hospital’s New 
Graduate Residency RN Program schedules R  S  
Develop survey package based on NQSSI® self-assessment tool R    
Secure facility authorization for survey administration R S   
Administer survey to new graduate RN hires  R   S 
Analyze survey results/identify QSEN competency gaps R    
Share survey results with facility nursing administration R S S  
Review of literature related to nursing competencies, including 
QSEN 
R    
Review of literature on Quality Improvement (QI) and 
 Evidence Based Practice (EBP) competencies  R    
Review of literature on pedagogies to teach QI and EBP, 
student-centered learning strategies, related theoretical 
frameworks 
R    
Develop evidence based program changes to close gaps R    
Present proposed program changes to New Graduate RN 
Residency Program QI Committee for approval R S S  
Hold monthly meetings with New Graduate RN Residency 
Program QI Committee to determine scope and timeline to 
implement approved program changes 
R  S  
Implement program changes R S S S 
Establish evaluation process and timeline to determine 
effectiveness of program changes  R  S  
Resurvey cohort participants 6 months following 
implementation of changes R   S 
Using PDSA methodology, evaluate the effectiveness of 
program changes and, if necessary, change program revisions 
based on cohort specific identified QSEN competency gaps. 
R S S  
Complete detailed after-action critique, and develop lessons 
learned and discuss with QI committee R S S  
Recommend institutionalization of program changes S R S  
 
                          R = Responsible 
                          S = Supports/Assists 
 
Larson, E. W. & Grey, E. F. (2011). Project management: The managerial process (5th ed.). 
New York, NY: McGraw-Hill.  
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Project Communication Plan 
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What 
Information 
 
Target  
Audience 
 
When? 
 
Method of 
Communication 
 
Provider 
QI Committee Meeting -  
Dates and Times 
Nurse 
Educators  Monthly E-mail 
Project 
Manager 
 
New Graduate Survey -  
Dates and Times 
Project 
Manager 
and New 
Graduate 
RNs 
 
Twice 
during 
project 
 
 
Email 
 
Nurse 
Educators 
 
 
QI/Evidence Based Intervention 
Sessions - Dates and Times 
Staff Nurse 
Educators 
and New 
Graduate 
RNs 
Monthly 
after 
analysis of 
surveys 
results 
 
 
E-mail 
 
 
Project 
Manager 
 
Project Progress Report Hospital Executive 
 
Bi-monthly 
 
E-mail Project Manager 
 
 
 
Phone Conferences 
 
 
Staff Nurse 
Educators 
 
 
 
As Needed 
 
 
 
Telephone 
Project 
Manager or  
Staff Nurse 
Educators 
 
Larson, E. W. & Grey, E. F. (2011). Project management: The managerial process (5th ed.). 
New York, NY: McGraw-Hill.  
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 Table 1.  
 Gantt Chart for Cohort #1 - 2014  
Year 2014 
Action Item J F M A M J J A S O N D 
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Identify Healthcare Facility X, Cohort #1 
            
Review facility mission, vision and goals 
            
Establish New Graduate RN Residency Program Quality 
Improvement (QI) Committee  
            
Determine scope, content and logistics of project 
            
Select appropriate measurement tool.  
            
Develop survey timelines based on hospital’s New 
Graduate Residency RN Program schedules 
            
Develop survey package based on NQSSI© self-
assessment tool 
            
Secure facility authorization for survey administration 
            
Administer survey to new graduate RN hires  
            
Analyze survey results/identify QSEN competency gaps 
            
Share survey results with facility nursing administration 
            
Review of literature related to nursing competencies, 
including QSEN 
            
Review of literature on Quality Improvement (QI) and 
Evidence Based Practice (EBP) competencies  
            
Review of literature on pedagogies to teach QI and EBP, 
student-centered learning strategies, related theoretical 
frameworks 
            
Develop evidence based program changes to close gaps 
            
Present proposed program changes to New Graduate RN 
Residency Program QI Committee for approval 
            
Hold monthly meetings with New Graduate RN 
Residency Program QI Committee to determine scope 
and timeline to implement approved program changes 
            
Implement program changes 
            
Establish evaluation process and timeline to determine 
effectiveness of program changes  
            
Resurvey cohort participants 6 months following 
implementation of changes 
            
Using PDSA methodology, evaluate the effectiveness of 
program changes and, if necessary, change program 
revisions based on cohort specific identified QSEN 
competency gaps. 
            
Complete monthly program evaluations and develop 
lessons learned and discuss with QI committee 
            
Recommend institutionalization of program changes 
            
 
 For its initial year, the facility will follow the above Gantt Chart. 
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 Table 2.  
 Gantt Chart (Hypothetical) for Cohort #2 and #3 - 2015 and Beyond 
Year 2015 
Action Item J F M A M J J A S O N D 
Review program critiques and lessons learned from prior 
cohort before start of subsequent cohort 
            
Identify Cohort #2 (yellow) and Cohort #3 (red) 
            
Reconvene New Graduate RN Residency Program 
Quality Improvement (QI) Committee 
            
Develop survey timelines based on hospital’s New 
Graduate Residency RN Program schedules 
            
Secure facility authorization for survey administration 
            
Administer survey to new graduate RN hires  
            
Analyze survey results/identify QSEN competency gaps 
            
Share survey results with facility nursing administration 
            
Review of literature on specific QSEN competencies 
identified as gaps by NQSSI© self-assessment tool 
            
Review of literature on pedagogies to teach specific 
QSEN competencies identified as gaps by NQSSI© self-
assessment tool, student-centered learning strategies, 
related theoretical frameworks 
            
Develop evidence based program changes to close gaps 
            
Present proposed program changes to New Graduate RN 
Residency Program QI Committee for approval 
            
Hold monthly meetings with New Graduate RN 
Residency Program QI Committee to determine scope 
and timeline to implement approved program changes  
            
Implement program changes 
            
Establish evaluation process and timeline to determine 
effectiveness of program changes  
            
Resurvey cohort participants 5 months following initial 
survey 
            
Using PDSA methodology, evaluate the effectiveness of 
program changes and, if necessary, change program 
revisions based on cohort specific identified QSEN 
competency gaps. 
            
Complete monthly program evaluations and develop 
lessons learned and discuss with QI committee 
            
Recommend institutionalization of program changes 
            
  
After its initial year, it is anticipated that the facility will enroll two cohorts/year in the New Graduate RN Residency 
Program. The above Gantt chart will be used for post-initial year cohorts. 
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Appendix R 
 
Table 1. 
NQSSI© Initial Survey - Raw Data of Student Responses (n =16) 
 
Competency 
7 
Strongly 
Agree 
#/% 
6 
Agree 
 
#/% 
5 
Somewhat 
Agree 
#/% 
4 
Neutral 
 
#/% 
3 
Somewhat 
Disagree 
#/% 
2 
Disagree 
 
#/% 
1 
Strongly 
Disagree 
#/% 
 
 
Total 
Patient-Centered Care 9/18.75 23/47.92 10/20.83 4/8.33 2/4.17   48 
   Item            1. Knowledge 1/6.25 11/68.75 3/18.75  1/6.25   16 
   Item            2. Skills 2/12.50 7/43.75 3/18.75 3/18.75 1/6.25   16 
   Item            3. Attitudes 6/37.50 5/31.25 4/25.00 1/6.25    16 
Teamwork and Collaboration  9/18.75 24/50.0 11/22.92 3/6.25 1/2.08   48 
   Item            4. Knowledge 2/12.50 7/43.75 5/31.25 1/6.25 1/6.25   16 
   Item            5. Skills  9/56.25 6/37.50 1/6.25    16 
   Item            6. Attitudes 7/43.75 8/50.00  1/6.25    16 
Evidence Based Practice  5/10.42 14/29.17 19/39.58 7/14.58 3/6.25   48 
   Item           7. Knowledge 2/12.50 2/12.50 9/56.25 2/12.50 1/6.25   16 
   Item           8. Skills  6/37.50 4/25.00 4/25.00 2/12.50   16 
   Item           9. Attitudes 3/18.75 6/37.50 6/37.50 1/6.25    16 
Quality Improvement     2/4.17 18/37.50 14/29.17 5/10.42 7/14.58 2/4.17  48 
   Item         10. Knowledge  5/31.25 6/37.50 1/6.25 3/18.75 1/6.25  16 
   Item         11. Skills  3/18.75 5/31.25 3/18.75 4/25.00 1/6.25  16 
   Item         12. Attitudes 2/12.50 10/62.50 3/18.75 1/6.25    16 
Safety 10/20.83 31/64.58 6/12.50 1/2.08    48 
   Item         13. Knowledge 3/18.75 12/75.00 1/6.25     16 
   Item         14. Skills 1/6.25 10/62.50 4/25.00 1/6.25    16 
   Item         15. Attitudes 6/37.50 9/56.25 1/6.25     16 
Informatics  9/18.75 26/54.17 8/16.67 4/8.33 1/2.08   48 
   Item         16. Knowledge 3/18.75 8/50.00 3/18.75 2/12.50    16 
   Item         17. Skills 1/6.25 9/56.25 3/18.75 2/12.50 1/6.25   16 
   Item         18. Attitudes 5/31.25 9/56.25 2/12.50     16 
 
Note: All survey participants responded to 100% of the survey items. 
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Table 2. 
NQSSI© Initial Survey - Weighted Values of Student Responses (n =16) 
 
Competency 
7 
Strongly 
Agree 
 
6 
Agree 
 
 
5 
Somewhat 
Agree 
 
4 
Neutral 
 
 
3 
Somewhat 
Disagree 
 
2 
Disagree 
 
 
1 
Strongly 
Disagree 
 
 
Total 
Patient-Centered Care  63 138 50 16 6   273 
   Item           1. Knowledge 7 66 15  3   91 
   Item           2. Skills 14 42 15 12 3   86 
   Item           3. Attitudes 42 30 20 4    96 
Teamwork and Collaboration 63 144 55 12 3   277 
   Item          4. Knowledge 14 42 25 4 3   88 
   Item          5. Skills 
 54 30 4    88 
   Item          6. Attitudes 49 48  4    101 
Evidence Based Practice 35 84 95 28 9   251 
   Item         7. Knowledge 14 12 45 8 3   82 
   Item         8. Skills 
 36 20 16 6   78 
   Item         9. Attitudes 21 36 30 4    91 
Quality Improvement     14 108 70 20 21 4  237 
   Item       10. Knowledge 
 30 30 4 9 2  75 
   Item       11. Skills 
 18 25 12 12 2  69 
   Item       12. Attitudes 14 60 15 4    93 
Safety 70 186 30 4    290 
   Item       13. Knowledge 21 72 5     98 
   Item       14. Skills 7 60 20 4    91 
   Item       15. Attitudes 42 54 5     101 
Informatics 63 156 40 16 3   278 
   Item       16. Knowledge 21 48 15 8    92 
   Item       17. Skills 7 54 15 8 3   87 
   Item       18. Attitudes 35 54 10     99 
 
Note: All survey participants responded to 100% of the survey items.  
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Table 3. 
NQSSI© Initial Survey - Standard Deviation of Student Responses (mean = 5.58) 
Competency 
 
Total 
Mean 
Scores 
Deviation 
From 5.58 
Deviation 
Squared 
Standard 
Deviation 
Patient-Centered Care   
 5.69    
   Item           1. Knowledge 91 5.69 0.11 0.012 0.20 
   Item           2. Skills 86 5.38 -0.20 0.040 -0.36 
   Item           3. Attitudes 96 6.00 0.42 0.176 0.77 
Teamwork and Collaboration 
 5.77    
   Item          4. Knowledge 88 5.50 -0.08 0.006 -0.15 
   Item          5. Skills 88 5.50 -0.08 0.006 -0.15 
   Item          6. Attitudes 101 6.31 0.73 0.533 1.33 
Evidence Based Practice 
 5.23    
   Item          7. Knowledge 82 5.13 -0.45 0.203 -0.82 
   Item          8. Skills 78 4.88 -0.70 0.384 -1.28 
   Item          9. Attitudes 91 5.69 0.11 0.012 0.20 
Quality Improvement     
 4.94    
   Item        10. Knowledge 75 4.69 -0.89 0.792 -1.62 
   Item        11. Skills 69 4.31 -1.27 1.613 -2.31 
   Item        12. Attitudes 93 5.81 0.23 0.053 0.42 
Safety 
 6.04    
   Item        13. Knowledge 98 6.13 0.55 0.302 1.00 
   Item        14. Skills 91 5.69 0.11 0.012 0.20 
   Item        15. Attitudes 101 6.31 0.73 0.533 1.33 
Informatics 
 5.79    
   Item        16. Knowledge 92 5.75 0.17 0.029 0.31 
   Item        17. Skills 87 5.44 -0.14 0.020 -0.26 
   Item        18. Attitudes 99 6.19 0.61 0.372 1.11 
 
 5.58  Σ5.098  
5.098÷(18-1) = 0.300 1 SD = √0.300=0.548 
Deviation/1 SD = item SD 
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Appendix S 
 
EBP and QI Activities to Enhance Student Learning Related to Evidence 
Based Practice and Quality Improvement  
Cohort #1 
Evidence Based Practice: 
- Definition of “Evidence Based Practice” and the related role/responsibility of the 
nurse. 
o Essential knowledge, skills and attitudes (as defined by QSEN). 
o Why is it important for nurses to base their practice on evidence? 
o Where does a nurse go to find the evidence to support their practice? 
o If a nurse does not know what the evidence is or how to do something, where 
do they go to research the evidence? 
- Explain how new hires can access the internet while at work to find answers to their 
clinical questions.  
- Demonstrate how nurses can access TMC hospital articles to search for evidence. 
- How do nurses access the TMC library from home? 
- What other valid resources are available to the nurse for finding evidence to support 
his/her practice? 
- What examples can be given that changes of practices have been made based on 
evidence, and that these changes improved the quality and safety of patient care? E.g. 
CPR, medication administration, NG tube placement verification, hand washing, etc. 
etc. etc. 
- Exercise: Give new nurses an evidence based article each month that supports their 
practice (or does not support their current practice or TMC policy). In a group, have 
students discuss whether or not the article provides legitimate evidence to support a 
change in practice. Current TMC policy as it relates to the evidence. Current nurses 
practice. What process or procedures have they seen/experienced on their unit that 
they question if there is evidence to support? 
Quality Improvement: 
- Definition of “quality improvement” and the related role/responsibility of the nurse. 
o Essential knowledge, skills and attitudes (as defined by QSEN). 
o If a nurse wants to change current practice to improve quality of care, how 
does he/she go about doing this? Who should they talk to? 
o What is the role of the nurse in interprofessional practice to improve patient 
care? Why involve other disciplines in quality improvement? 
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- Hospital Consumer Assessment of Healthcare Providers and Systems (HCAHPS) 
o Why does the hospital perform HCAHPS surveys? 
o What questions are included in an HCAHPS survey?  
o Why are the results important to the nurse? Important to the hospital? 
o How do HCAHPS results improve quality of care? 
o What is the nurse’s role in improving HCAHPS scores? 
- Bar Coding 
o Why do we barcode medications? What evidence is there to support its use? 
o How does barcoding improve patient safety? 
o What are the advantages/disadvantages of barcoding? 
- Glycemic Errors 
o What are the current issues related to glycemic errors? 
o How are glycemic errors related to patient safety? 
o What is the nurse’s role in reducing errors? 
- Root Cause Analysis (RCA) 
o What is a Root Cause Analysis? 
o Why do hospitals do them? 
o Who conducts an RCA? How is it conducted? What is the staff nurses role in 
an RCA? 
o How do RCAs improve the quality and safety of patient care? 
o Ask “Christian” to come talk to the new nurses about RCAs. 
- Quality Alerts 
o Why is it important for a nurse to complete a Quality Alert? 
o What happens to these once they are submitted? 
o How much does administration looks at these? Are they tracked? 
o What administration follow-up occurs with Quality Alerts? 
o Ask “Melanie” to come and talk with the new nurses about her experience  
with errors. Ask TMC’s Quality Department to discuss its role in quality 
improvement/patient safety and how changes of practice are made based on 
data? 
o Exercise: Have students examine Quality Alerts that have gone thru the 
hospital’s process. Have the new nurses go thru the investigative process that 
hospital administrators would go thru. Ask them; What are their thought 
processes in starting the investigation? Where would they go? Who would 
they talk to? What else would they look at? 
Note: Literature supports that adult learners prefer to be actively involved in the learning 
process. Group work is often preferred over individual assignments. The process of reflection 
plays an important role in the students’ learning, as it helps the nurse to develop a self-improving 
practice. Learning activities that are patient-focused and promote reflection, collaboration, 
interprofessionalism and that support the skills of inquiry/research should be embraced. 
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Appendix U 
 
Above image retrieved from http://www.thinkreliability.com/graphics/CauseMaps/PPT%20 
graphic%20-%20Root.gif 
       
A Root Cause Analysis involves tracing a problem to its origins 
 
In nursing, it's easy to understand the difference between treating symptoms and curing a 
medical condition. Sure, when you're in pain because you've broken your wrist, you WANT to 
have your symptoms treated – now! However, taking painkillers won't heal your wrist, and true 
healing is needed before the symptoms can disappear for good. 
But when you have a problem at work, how do you approach it? Do you jump in and start 
treating the symptoms? Or do you stop to consider whether there's actually a deeper problem that 
needs attention? 
If you only fix the symptoms – what you see on the surface – the problem will almost certainly 
happen again... which will lead you to fix it, again, and again, and again.  
If, instead, you look deeper to figure out why the problem is occurring, you can fix the 
underlying systems and processes that cause the problem.  
 
Root Cause Analysis (RCA) is a popular and often-used technique that helps people answer the 
question of why the problem occurred in the first place.  
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Root Cause Analysis seeks to identify the origin of a problem. It uses a specific set of steps, with 
associated tools, to find the primary cause of the problem, so that you can determine:  
1. What happened (or is still happening)? 
2. How did it happen? 
3. Why did it happen? 
4. How can it be prevented from happening again? 
5. What can be learned from this?  
RCA assumes that systems and events are interrelated. An action in one area triggers an action in 
another, and another, and so on. By tracing back these actions, you can discover where the 
problem started and how it grew into the symptom you're now facing. 
You'll usually find three basic types of causes: 
1. Physical causes – Tangible, material items failed in some way (for example, a car's 
brakes stopped working).  
2. Human causes – People did something wrong, or did not do something that was needed. 
Human causes typically lead to physical causes (for example, no one filled the brake 
fluid, which led to the brakes failing). 
3. Organizational causes – A system, process, or policy that people use to make decisions 
or do their work is faulty (for example, no one person was responsible for vehicle 
maintenance, and everyone assumed someone else had filled the brake fluid).  
Root Cause Analysis looks at all three types of causes. It involves investigating the patterns of 
negative effects, finding hidden flaws in the system, and discovering specific actions that 
contributed to the problem. This often means that RCA reveals more than one root cause.  
You can apply Root Cause Analysis to almost any situation. Determining how far to go in your 
investigation requires good judgment and common sense. Be careful to understand when you've 
found a significant cause that can, in fact, be changed. 
The Root Cause Analysis Process 
Root Cause Analysis is a 5-step problem-solving process with five identifiable steps. 
Step One: Define the Problem 
 
• What do you see happening?  
• What are the specific symptoms?  
Step Two: Collect Data 
 
• What proof do you have that the problem exists? 
• How long has the problem existed? 
• What is the impact of the problem?  
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You need to analyze a situation fully before you can move on to look at factors that contributed 
to the problem. To maximize the effectiveness of your Root Cause Analysis, get together 
everyone – experts and front line staff – who understands the situation. People who are most 
familiar with the problem can help lead you to a better understanding of the issues. 
A helpful tool at this stage is CATWOE  . With this process, you look at the same situation from 
different perspectives: the Customers, the people (Actors) who implement the solutions, the 
Transformation process that's affected, the World view, the process Owner, and Environmental 
constraints.  
Step Three: Identify Possible Causal Factors 
 
• What sequence of events leads to the problem?  
• What conditions allow the problem to occur? 
• What other problems surround the occurrence of the central problem?  
 
During this stage, identify as many causal factors as possible. Too often, people identify one or 
two factors and then stop, but that's not sufficient. With RCA, you don't want to simply treat the 
most obvious causes – you want to dig deeper. 
Use these tools to help identify causal factors: 
Appreciation  – Use the facts and ask "So what?" to determine all the possible consequences of a 
fact. 
• 5 Whys  – Ask "Why?" until you get to the root of the problem.  
• Drill Down  – Break down a problem into small, detailed parts to better understand the 
big picture.  
• Cause and Effect Diagrams  – Create a chart of all of the possible causal factors, to see 
where the trouble may have begun.  
Step Four: Identify the Root Cause(s) 
 
• Why does the causal factor exist? 
• What is the real reason the problem occurred?  
 
Use the same tools you used to identify the causal factors (in Step Three) to look at the roots of 
each factor. These tools are designed to encourage you to dig deeper at each level of cause and 
effect.  
Step Five: Recommend and Implement Solutions 
• What can you do to prevent the problem from happening again? 
• How will the solution be implemented? 
• Who will be responsible for it? 
• What are the risks of implementing the solution?  
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Analyze your cause-and-effect process, and identify the changes needed for various systems. It's 
also important that you plan ahead to predict the effects of your solution. This way, you can spot 
potential failures before they happen. 
One way of doing this is to use Failure Mode and Effects Analysis   (FMEA). This tool builds on 
the idea of risk analysis to identify points where a solution could fail. FMEA is also a great 
system to implement across your organization; the more systems and processes that use FMEA at 
the start, the less likely you are to have problems that need Root Cause Analysis in the future. 
Another great strategy to adopt is Kaizen, or continuous improvement. This is the idea that 
continual small changes create better systems overall. Kaizen also emphasizes that the people 
closest to a process should identify places for improvement. With Kaizen alive and well in your 
company, the root causes of problems can be identified and resolved quickly and effectively.  
Key Points to Remember About a Root Cause Analysis  
An RCA is a useful process for understanding and solving a problem.  
The purpose of an RCA is to prevent harm to patients, staff and visitors. 
A central tenet of the RCA process is the identification of underlying problems that increase the 
likelihood of errors and the systems involved, Not to focus on mistakes of individuals and assign 
blame.  
An RCA should be performed after 1) sentinel events, 2) adverse events, or 3) close calls. 
An RCA should also be performed anytime there is concern about 1) a process due to repeated 
errors, 2) the possibility of serious errors, or 3) errors that are high cost to anyone. 
An RCA should be performed as soon as possible after the error or event occurs. 
RCAs must be performed systematically, usually a part of an investigation, with conclusions and 
root causes that are backed up by documented evidence. 
All personnel involved in the error must be involved in the analysis. 
The team selected to conduct the RCA must maintain confidentiality, subscribe to a “no blame” 
philosophy, and understand that the role of the team is to learn what happened and to prevent a 
similar event. 
You can use many tools to support your Root Cause Analysis process. Cause and Effect 
Diagrams and 5 Whys are integral to the process itself, while FMEA and Kaizen help minimize 
the need for Root Cause Analysis in the future.  
Revised from: Mind Tools: Essential Tools for an Excellent Career. Retrieved from http://www. 
mindtools.com/pages/article/newTMC_80.htm 
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Appendix V 
 
Patient Safety: Conducting a Root 
Cause Analysis  
 
Adverse Drug Event 
 
An 88-year-old woman with dementia, a history of hypertension, and coronary artery disease 
(post coronary artery bypass graft) was sent from her long-term care facility to the Emergency 
Department for worsening confusion. She had been admitted to the hospital six weeks earlier 
and treated for urosepsis, at which time an allergy to levofloxacin was noted. Initial evaluation 
revealed leukocytosis and pyuria, but no fever or flank pain. The Emergency Department 
physician concluded that a urinary tract infection (UTI) was the most likely cause of the patient’s 
altered mental status and elected to treat her with levofloxacin. 
 
The first dose was administered on the medical floor shortly after the patient arrived. Over the 
next six hours, the patient became increasingly agitated and required sedation and restraint. She 
developed a diffuse erythematous rash across the chest and back, swollen lips and tongue, and 
audible wheezes. Concern was raised of an anaphylactic reaction. She was transferred to the 
Intensive Care Unit (ICU), where she was treated with intravenous corticosteroids, an 
antihistamine, and inhaled beta agonists. The levofloxacin was changed to an intravenous 
cephalosporin.  
 
After the event, the patient’s paper chart was brought to the ICU from the Medical Records 
Department. The discharge summary from her previous admission reported an allergic reaction 
to levofloxacin. The patient’s daughter, on arrival to the hospital later that evening, was 
exasperated to learn of her mother’s condition. She said, “You’re supposed to help her get 
better, not worse!”. 
Perspectives — What Went Wrong? 
Interviews Following the Adverse Drug Event 
 
The Emergency Department physician: 
“I saw the patient and requested her records. I thought about treating her UTI with a 
cephalosporin, but the nurse told me the patient had very thin veins and tenuous IV access. I 
thought a quinolone made sense because you can take it orally. I reviewed the transfer sheets 
from the long-term care facility record and saw no note of an allergy. Unfortunately the patient 
was too sick to tell me about her allergies. I wish I’d waited for the chart to come up from 
Medical Records, but there was a trauma case coming in and we needed the bed.”  
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The floor nurse: 
“It was a busy day. We had four admissions all at once. I settled the patient and went on to help 
the other nurses. I administered all my patients’ medications, but I didn’t get a chance to sit 
down and do my paperwork until the end of the shift. I then remembered hearing about the 
patient’s last admission and recalled that there was an allergic reaction to levofloxacin. But by 
that time, she was already wheezing and swollen. We all rely on the doctors and pharmacists too 
much to get the order right.” 
 
The pharmacist: 
“What a catastrophe! I remember receiving the order for levofloxacin. The pharmacy computer 
showed that the patient had no known drug allergies. We dispensed the drug and sent it up to the 
floor. Although the pharmacy computer keeps a record of every drug allergy that is brought to 
our attention, there is no consistent way that the information gets to us. If it is written in an 
admission note or discharge summary but not on the physician order sheet, there is no way we 
would learn of the allergy. We do the best we can, but we need some help from the clinicians.” 
 
The daughter: 
“I am beyond exasperated. I know that things are busy and that the doctors and nurses here try to 
do the right thing, but they ought to know better than to give my mother a medicine she’s allergic 
to. If you can’t get a simple thing like that right, how can patients expect that you’ll get it right 
when you do something complicated? What’s so hard about saving allergy information in a 
single place so everyone can find it? I know all about my mother’s allergies and medications. 
Why couldn’t somebody give me a call?”  
 
What Went Wrong? How to Find Out. 
 
Table #1 below is a sample flow chart of the essential information for a root cause analysis. The 
first item listed happened during the patient’s admission to the hospital six weeks prior to the adverse 
event. 
 
The left-hand column in the table is a list of the steps in the process of care. The center column is a list of 
the proximate causes of the adverse event. The right-hand column lists the contributing factors underlying 
the proximate causes, including human resource issues, 
information management issues, environmental issues, communications issues, and organizational issues. 
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Table #1 – Flow Chart 
 
Process Proximate Causes System Factors 
•• Document drug allergy 
•• Transfer to  LTC 
1st FLOOR NURSE 
•• ADR not recorded 
•• Incomplete documentation 
•• Check transfer sheets 
•• Check in-house medical record 
•• Antibiotic Rx 
ED PHYSICIAN 
•• Ordered drug to 
which patient 
was allergic 
•• Incomplete transfer data 
•• Delayed record 
•• ED workload 
•• Medical record not checked 
•• Check medical record 
•• Rx dispensing 
•• Documentation 
 
PHARMACY 
•• Dispensed drug to 
which patient was 
allergic 
 
•• Incomplete computerized 
medical record 
•• Lack of integrated system 
•• Check medical record 2nd FLOOR NURSE •• Overworked staff 
•• Rx administration 
•• Documentation 
•• Patient monitoring 
•• Administered drug to which 
patient was allergic 
•• Medical record not checked 
Conclusions 
Keys to Improved Safety 
 
- Maintenance and transfer of medical records 
- record-keeping protocols and adherence 
- Multiple allergy alert mechanisms 
- CPOE? 
- Allergy alerts available at point of care 
- Automatic updating of medical records 
 
In this case, the patient experienced a serious preventable adverse drug event. This occurrence is tragic 
because information about the patient’s allergy was available from several sources, including the patient’s 
family, the medical record, and perhaps the medical director of the long-term care facility. Unfortunately, 
responsible clinicians did not have the right information at the 
right time to prevent an anaphylactic reaction. 
 
The ED physician reviewed the records available to him and made a reasonable choice of medication to 
treat her condition. He did not probe deeply because he did not suspect a problem and because he needed 
to address an incoming trauma case. Like the ED physician, the floor nurse felt pressured to administer 
the drug. She was motivated by a desire to treat the patient promptly and by workload demands. Measures 
to improve the maintenance of medical 
records and their transfer from the long-term care facility to the hospital, and within the hospital itself, 
would be helpful here. This includes procedures for standardizing information on admission orders, 
discharge orders, and physician order sheets. Electronic medical record keeping 
could be helpful here as well, especially if the system could be integrated between the long-term care 
facility and the hospital. Likewise, the use of a computerized physician order entry (CPOE) system would 
help by making an automatic allergy alert available at the point of ordering 
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and by triggering an automatic update of the medical record. Finally, the use of multiple allergy alert 
mechanisms (e.g., medical alert bracelets) may be helpful for certain patients in long-term, outpatient care 
settings. 
 
Table #2 – Flow Chart 
 
What Happened? 
Proximate Cause 
Why did this happen? 
Contributing Factors 
Risk-Reduction Strategy 
Action Plan 
ED Physician prescribed drug  
to which patient Was allergic 
1.  Medical record did 
not arrive in a timely way 
2.  Nursing home data was  
incomplete  
● Pharmacy reviews discharge 
summaries for allergy 
information 
 3.  Workload and trauma 
caseload distracted MD’s  
attention 
● Increase staff resources in 
the ED 
 
 4.  MD assumed pharmacy 
would double-check order 
5. MD failed to call nursing 
MD or family to confirm 
allergies 
● Secure urgent access to  
medical records for patients 
in the ED 
 6.  Patient unable to answer 
questions about medical hx 
● Provide patients with 
allergy information wrist bands 
Pharmacy dispensed medication 
to which patient was allergic 
7.  Allergy not documented 
in pharmacy computer 
during previous admission 
● Educate staff 
● Centralize and integrate a 
single electronic medical 
record 
Nurse administered drug to 
which patient was allergic 
8.  Nurse unable to check 
records until late in day  
because of workload 
● Address staffing and 
workload issues 
 
 
Some Questions to Consider: 
The pharmacist bemoaned the fact that the hospital’s sophisticated electronic pharmacy 
information system identifies drug allergies only when key data is entered into the 
system. How do we insure that physicians and nurses communicate critical clinical 
information to the pharmacy? 
 
Should the long-term care physician confer with the Emergency Department physician at 
the time of the ED evaluation? 
 
Should a demented patient wear a medical alert wrist-band? 
 
Is there a trade-off between clinicians’ attempts to provide timely care — such as rapid  
administration of antibiotics and other treatments — and safety?
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Appendix W 
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Appendix X 
 
Table 1. 
NQSSI© Resurvey - Raw Data of Student Responses (n =14) 
 
Competency 
7 
Strongly 
Agree 
#/% 
6 
Agree 
 
#/% 
5 
Somewhat 
Agree 
#/% 
4 
Neutral 
 
#/% 
3 
Somewhat 
Disagree 
#/% 
2 
Disagree 
 
#/% 
1 
Strongly 
Disagree 
#/% 
 
 
Total 
Patient-Centered Care 15/35.71 19/45.23 8/19.05     42 
   Item            1. Knowledge 4/28.57 7/50.00 3/21.42     14 
   Item            2. Skills 3/21.42 7/50.00 4/28.57     14 
   Item            3. Attitudes 8/57.14 5/35.71 1/7.14     14 
Teamwork and Collaboration  19/45.23 15/35.71 7/16.67 1/2.38    42 
   Item           4. Knowledge 5/35.71 6/42.86 2/14.29 1/7.14    14 
   Item           5. Skills 5/35.71 4/28.57 5/35.71     14 
   Item           6. Attitudes 9/64.29 5/35.71      14 
Evidence Based Practice  9/21.43 18/42.86 15/35.71     42 
   Item           7. Knowledge 2/14.29 6/42.86 6/42.86     14 
   Item           8. Skills 2/14.29 5/35.71 7/50.00     14 
   Item           9. Attitudes 5/35.71 7/50.00 2/14.29     14 
Quality Improvement     12/28.57 15/35.71 12/28.57 1/2.38 2/4.76   42 
   Item         10. Knowledge 2/14.29 6/42.86 5/35.71  1/7.14   14 
   Item         11. Skills 3/21.42 5/35.71 5/35.71  1/7.14   14 
   Item         12. Attitudes 7/50.00 4/28.57 2/14.29 1/7.14    14 
Safety 12/28.57 26/61.90 4/9.52     42 
   Item         13. Knowledge 2/14.29 11/78.57 1/7.14     14 
   Item         14. Skills 3/21.42 9/64.29 2/14.29     14 
   Item         15. Attitudes 7/50.00 6/42.86 1/7.14     14 
Informatics  15/35.71 26/61.90 1/2.38     42 
   Item         16. Knowledge 4/28.57 9/64.29 1/7.14     14 
   Item         17. Skills 5/35.71 9/64.29      14 
   Item         18. Attitudes 6/42.86 8/57.14      14 
Note: All survey participants responded to 100% of the survey items 
. 
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Table 2. 
NQSSI© Resurvey - Weighted Values of Student Responses (n =14) 
 
Competency 
7 
Strongly 
Agree 
 
6 
Agree 
 
 
5 
Somewhat 
Agree 
 
4 
Neutral 
 
 
3 
Somewhat 
Disagree 
 
2 
Disagree 
 
 
1 
Strongly 
Disagree 
 
 
Total 
Patient-Centered Care  105 114 40     259 
   Item           1. Knowledge 28 42 15     85 
   Item           2. Skills 21 42 20     83 
   Item           3. Attitudes 56 30 5     91 
Teamwork and Collaboration 133 90 35     258 
   Item          4. Knowledge 35 36 10     81 
   Item          5. Skills 35 24 25     84 
   Item          6. Attitudes 63 30      93 
Evidence Based Practice 63 108 75     246 
   Item          7. Knowledge 14 36 30     80 
   Item          8. Skills 14 30 35     79 
   Item          9. Attitudes 35 42 10     87 
Quality Improvement     84 90 60 4 6   244 
   Item        10. Knowledge 14 36 25  3   78 
   Item        11. Skills 21 30 25  3   79 
   Item        12. Attitudes 49 24 10 4    87 
Safety 84 156 20     260 
   Item        13. Knowledge 14 66 5     85 
   Item        14. Skills 21 54 10     85 
   Item        15. Attitudes 49 36 5     90 
Informatics 105 156 5     266 
   Item        16. Knowledge 28 54 5     87 
   Item        17. Skills 35 54      89 
   Item        18. Attitudes 42 48      90 
Note: All survey participants responded to 100% of the survey items. 
 
Table 3. 
NQSSI© Resurvey - Standard Deviation of Student Responses (mean = 6.08) 
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Competency 
 
Total 
Mean 
Scores 
Deviation 
From 6.08 
Deviation 
Squared 
Standard 
Deviation 
Patient-Centered Care   
 6.17    
   Item           1. Knowledge 85 6.07 -0.01 0.000 -0.03 
   Item           2. Skills 83 5.93 -0.15 0.023 -0.47 
   Item           3. Attitudes 91 6.50 0.42 0.176 1.32 
Teamwork and Collaboration 
 6.14    
   Item          4. Knowledge 81 5.79 -0.29 0.084 -0.91 
   Item          5. Skills 84 6.00 -0.08 0.006 -0.25 
   Item          6. Attitudes 93 6.64 0.56 0.314 1.77 
Evidence Based Practice 
 5.86    
   Item         7. Knowledge 80 5.71 -0.29 0.084 -0.91 
   Item         8. Skills 79 5.64 -0.44 0.194 -1.39 
   Item         9. Attitudes 87 6.21 0.13 0.017 0.41 
Quality Improvement     
 5.81    
   Item       10. Knowledge 78 5.57 -0.51 0.260 -1.61 
   Item       11. Skills 79 5.64 -0.44 0.194 -1.39 
   Item       12. Attitudes 87 6.21 0.13 0.017 0.41 
Safety 
 6.19    
   Item       13. Knowledge 85 6.07 -0.01 0.000 -0.03 
   Item       14. Skills 85 6.07 -0.01 0.000 -0.03 
   Item       15. Attitudes 90 6.43 0.35 0.123 1.10 
Informatics 
 6.33    
   Item       16. Knowledge 87 6.21 0.13 0.017 0.41 
   Item       17. Skills 89 6.36 0.28 0.078 0.88 
   Item       18. Attitudes 90 6.43 0.35 0.123 1.10 
 
 6.08  Σ1.710  
1.710 ÷ (18-1) = 0.101 1 SD = √0.101=0.317 
Deviation/1 SD = question SD 
 
 
Appendix Y 
 
Table 1. 
NQSSI© Survey/Resurvey Comparison - Mean Values of Student Responses  
(Σ weighted values/n) 
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Competency 
Initial Survey 
Mean Score 
(n =16) 
Resurvey 
Mean Score 
(n = 14) 
Change in 
Mean Score 
Percentage 
Change in 
Mean Score 
 Patient-Centered Care  5.69 6.17 +0.48 8.43% 
   Item           1. Knowledge 5.69 6.07 +0.38 6.68% 
   Item           2. Skills 5.38 5.93 +0.55 10.22% 
   Item           3. Attitudes 6.00 6.50 +0.50 8.33% 
Teamwork and Collaboration 5.77 6.14 +0.37 6.41% 
   Item          4. Knowledge 5.50 5.79 +0.29 5.27% 
   Item          5. Skills 5.50 6.00 +0.50 9.09% 
   Item          6. Attitudes 6.31 6.64 +0.33 5.22% 
Evidence Based Practice 5.23 5.86 +0.63 12.05% 
   Item          7. Knowledge 5.13 5.71 +0.58 11.31% 
   Item          8. Skills 4.88 5.64 +0.76 15.57% 
   Item          9. Attitudes 5.69 6.21 +0.52 9.14% 
Quality Improvement     4.94 5.81 +0.87 17.61% 
   Item        10. Knowledge 4.69 5.57 +0.88 18.76% 
   Item        11. Skills 4.31 5.64 +1.33 30.86% 
   Item        12. Attitudes 5.81 6.21 +0.40 6.88% 
Safety 6.04 6.19 +0.15 2.48% 
   Item        13. Knowledge 6.13 6.07 -0.06 - 0.98% 
   Item        14. Skills 5.69 6.07 +0.38 6.68% 
   Item        15. Attitudes 6.31 6.43 +0.12 1.90% 
Informatics 5.79 6.33 +0.54 9.33% 
   Item        16. Knowledge 5.75 6.21 +0.46 8.00% 
   Item        17. Skills 5.44 6.36 +0.92 16.91% 
   Item        18. Attitudes 6.19 6.43 +0.24 3.88% 
 
Note: All survey participants responded to 100% of the survey items 
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Figure 1. 
NQSSI© Survey/Resurvey Comparison 
Note: All survey participants responded to 
Score can range from 1.0 (low) to 7.0 (high)
Initial Survey administered = 4/08/2014.
Resurvey administered = 8/13/2014. 
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Table 2. 
NQSSI© Survey/Resurvey Comparison - Mean Scores for QSEN Competencies 
Competency 
Initial Survey 
Mean Score 
(n = 16) 
Resurvey 
Mean Score 
(n =14) 
Change in 
Mean Score 
Percentage 
Change in 
Mean Score 
Patient - Centered Care 5.69 6.17 +0.48 8.43% 
Teamwork and Collaboration 5.77 6.14 +0.37 6.41% 
Evidence Based Practice 5.23 5.86 +0.63 12.05% 
Quality Improvement 4.94 5.81 +0.87 17.61% 
Safety 6.04 6.19 +0.15 2.48% 
Informatics 5.79 6.33 +0.54 9.33% 
Total 5.58 6.08 +0.50  
Note: All survey participants responded to 100% of the survey items. 
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Figure 2.  
NQSSI© Survey/Resurvey Comparison 
Note: All survey participants responded to 100% of the survey items.
Score can range from 1.0 (low) to 7.0 (high)
Initial Survey administered = 4/08/2014.
Resurvey administered = 8/13/2014. 
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Table 3. 
NQSSI© Survey/Resurvey Comparison - Standard Deviations of Student Responses  
Competency 
Initial 
Survey 
 Mean 
Score 
Initial 
Survey 
Standard 
Deviation 
Resurvey 
Mean 
Score 
Resurvey 
Standard 
Deviation 
Change 
in Mean 
Score 
Change in 
Standard 
Deviation 
Patient-Centered Care   5.69  6.17  +0.48  
   Item           1. Knowledge 5.69 0.20 6.07 -0.03 +0.38 -0.37 
   Item           2. Skills 5.38 -0.36 5.93 -0.47 +0.55 -0.26 
   Item           3. Attitudes 6.00 0.77 6.50 1.32 +0.50 +0.43 
Teamwork and Collaboration 5.77  6.14  +0.37  
   Item           4. Knowledge 5.50 -0.15 5.79 -0.91 +0.29 -0.91 
   Item           5. Skills 5.50 -0.15 6.00 -0.25 +0.50 -0.25 
   Item           6. Attitudes 6.31 1.33 6.64 1.77 +0.33 +0.32 
Evidence Based Practice 5.23  5.86  +0.63  
   Item           7. Knowledge 5.13 -0.82 5.71 -0.91 +0.58 -0.25 
   Item           8. Skills 4.88 -1.28 5.64 -1.39 +0.76 -0.28 
   Item           9. Attitudes 5.69 0.20 6.21 0.41 +0.52 +0.07 
Quality Improvement     4.94  5.81  +0.87  
   Item         10. Knowledge 4.69 -1.62 5.57 -1.61 +0.88 -0.16 
   Item         11. Skills 4.31 -2.31 5.64 -1.39 +1.33 +0.74 
   Item         12. Attitudes 5.81 0.42 6.21 0.41 +0.40 -0.14 
Safety 6.04  6.19  +0.15  
   Item         13. Knowledge 6.13 1.00 6.07 -0.03 -0.06 -1.16 
   Item         14. Skills 5.69 0.20 6.07 -0.03 +0.38 -0.37 
   Item         15. Attitudes 6.31 1.33 6.43 1.10 +0.12 -0.35 
Informatics 5.79  6.33  +0.54  
   Item         16. Knowledge 5.75 0.31 6.21 0.41 +0.46 -0.04 
   Item         17. Skills 5.44 -0.26 6.36 0.88 +0.92 +0.99 
   Item         18. Attitudes 6.19 1.11 6.43 1.10 +0.24 -0.13 
 5.58  6.08    
 
 
Figure 3. 
NQSSI© Survey/Resurvey Comparison - Standard Deviations of Student Responses  
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Table 4.1 
NQSSI© Survey/Resurvey Comparison - Mean Scores for Knowledge 
Knowledge Initial Survey Mean Score (n=16) 
Resurvey 
Mean Score (n=14) 
Change in 
Mean Score 
Percentage Change 
in Mean Scores 
Item           1 5.69 6.07 +0.38 6.68% 
Item           4 5.50 5.79 +0.29 5.27% 
Item           7 5.13 5.71 +0.58 11.31% 
Item         10 4.69 5.57 +0.88 18.76% 
Item         13 6.13 6.07 -0.06 -0.98% 
Item         16 5.75 6.21 +0.46 8.00% 
Total 5.48 5.90 +0.42  
 
Table 4.2 
NQSSI© Survey/Resurvey Comparison - Mean Scores for Skills     
Skills Initial Survey Mean Score (n=16) 
Resurvey 
Mean Score (n=14) 
Change in 
Mean Score 
Percentage Change 
in Mean Scores 
Item           2   5.38 5.93 +0.55 10.22% 
Item           5 5.50 6.00 +0.50 9.09% 
Item           8 4.88 5.64 +0.76 15.57% 
Item         11 4.31 5.64 +1.33 30.86% 
Item         14 5.69 6.07 +0.38 6.68% 
Item         17 5.44 6.36 +0.92 16.91% 
Total 5.20 5.94 +0.74  
 
Table 4.3 
NQSSI© Survey/Resurvey Comparison - Mean Scores for Attitudes     
Attitudes Initial Survey Mean Score (n=16) 
Resurvey 
Mean Score (n=14) 
Change in 
Mean Score 
Percentage Change 
in Mean Scores 
Item           3   6.00 6.50 +0.50 8.33% 
Item           6 6.31 6.64 +0.33 5.22% 
Item           9 5.69 6.21 +0.52 9.14% 
Item         12 5.81 6.21 +0.40 6.88% 
Item         15 6.31 6.43 +0.12 1.90% 
Item         18 6.19 6.43 +0.24 3.88% 
Total 6.05 6.40 +0.35  
Note: All survey participants responded to 100% of the survey items. 
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Figure 4. 
NQSSI© Survey/Resurvey Comparison 
 
       
Note: All survey participants responded to 100% of the survey items.
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0 1 2
Attitudes
Skills
Knowledge
 
 
-
 Total Mean Scores for Knowledge, Skills and
 
 
 
 
3 4 5 6 7
Initial Survey
Resurvey
141 
 Attitudes 
 
NARROWING THE QSEN COMPETENCY GAP  142 
  
Appendix Z 
 
Tucson Medical Center - Course Evaluation 
New Grad Forum  
 
Directions: Choose only one answer. Put a check in the box that corresponds to your answer.   
 
 
Strongly 
Agree 
5 
Agree 
 
4 
Neutral 
 
3 
Disagree 
 
2 
Strongly 
Disagree 
1 
1.  Goals were presented clearly.      
2.  Handouts/Texts were useful.      
3.  The teaching methods helped me learn.      
4.  I can use this information in my job.      
5.  The instructor(s) facilitated learning.      
6.  The level of information was:  Too Basic  Just Right  Too Advanced 
 
 
What will you say when a colleague asks, “How was the course?  Was it worth my time? 
                
 
What did you like best about the course? 
                
 
What can we do to improve the course? 
                
 
Comments on Instructor(s): 
                
 
Do you have any topics/suggestions for future forms? 
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Appendix AA 
Table 1. 
SWOT Analysis for New Graduate RN Residency Program Project 
 
               Strengths                                        Weaknesses 
I 
n 
t 
e 
r 
n 
a 
l 
• New graduate RNs are oriented to academic 
environment and instruction by experienced 
RNs 
• New graduate RNs and the institution are 
seeking a means to more quickly assimilate 
the new graduates into the role of the 
professional nurse 
• New graduate RN residency program 
already in place at the Medical Center 
• New graduate attrition, practice errors and 
patient dissatisfaction are costly concerns 
for the institution 
• Experienced RN staff recognizes the 
existence of education-practice gaps in new 
graduate RNs and are motivated to reduce 
the gaps 
• Some reluctance to admit that facility’s 
current internal program will not produce 
needed reduction in QSEN gaps 
• Obtaining funding for any additional 
programs/contracts at all healthcare 
facilities is difficult 
• Reluctance to allow outside entity to see 
weaknesses within their facility/programs  
• Reluctance by some experienced staff 
RNs to help the “new guys” integrate 
more quickly and easily (new nurses need 
to pay their dues) 
E 
x 
t 
e 
r 
n 
a 
l 
Opportunities Threats 
• Patient Protection and Affordable Care Act 
(2010) contains sanctions on healthcare 
institutions for diminished patient 
satisfaction ratings 
• Competition among hospitals for favorable 
rating on patient satisfaction causes all 
healthcare institutions to initiate Quality 
Improvement programs to raise ratings 
• Healthcare ratings for patient satisfaction 
are a matter of public record 
• Costs for replacing an new graduate RN 
($85,000.00) may be saved by improving 
new graduate competence, confidence and 
job satisfaction 
• Reduced nursing errors can save millions of 
dollars for the institution 
• Proving a direct correlation between DNP 
project training and reduced attrition, 
practice errors and patient dissatisfaction 
will take time, possibly years 
• Less expensive alternative to 
   reduce QSEN gaps in new graduate 
   RNs may compete with DNP project  
   (Versant, NCSBN Transition-to   
   Practice Model) 
• Nursing education curriculum changes 
may result in new graduating RNs 
possessing appropriate QSEN 
competencies, eliminating the need for 
DNP project-type interventions 
• Nursing errors can cost institutions 
millions of dollars 
 
